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FAILURE to discover evidence of a general effort among obstetric 
teachers to extend the field of vision presented to their students 
beyond the strictly obstetrical and gynaecological practice of our 
subject has prompted this direct appeal to our former colleagues 
or their successors. The pages of this Journal have been opened 
to us through the kind indulgence of its Editor, and are 
particularly appropriate to our purpose because they are studied 
by all obstetric teachers in the British Empire. Although 
addressed primarily to teachers in medical schools, much of our 
matter is of concern also to those engaged in the training of 
pupil midwives and in lesser degree to all in charge of maternity 
hospitals or clinics. 

To avoid misunderstanding it may be made clear at the outset 
that criticism is not directed towards teaching falling within the 
boundaries of obstetrical and gynaecological practice, as deter- 
mined by common usage and general acceptance. Training in 
both, sections of our subject is to-day much in advance of that of 
a generation ago and calls for little remark. Our pleading is 
justified mainly by the omission of obstetric teachers to put before 
their students the wider relations and extensions of our subject 
on its public health, constructive, sociological and educational 
aspects. Failure to fulfil sundry resolutions of the General 
Medical Council in the immediate post-war and later curriculum 

A 201 











JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


revisions has also left some schools sadly behind present-day 
thought and practice in medicine. Our contention is that a 
widespread review of teaching departments is already overdue 
and urgently needed if we teachers are to make the most of our 
opportunities and do all that our medical colleagues and the 
general public expect of us. 


RETROSPECT. 


A brief review of the stages through which the teaching of 
midwifery has passed is necessary to an appreciation of the need 
for the suggested overhaul of our training machinery. Medical 
registration had been in force for 27 years before qualification in 
midwifery, as well as in medicine and surgery, was made 
obligatory for admission to the register by the Medical Act of 
1886, and almost another quarter of a century elapsed before 
effective action was taken to implement this part of the Act. 

In 1888 the General Medical Council recommended attendance 
for 3 months on the indoor practice of a maternity hospital or on 
12 cases of labour, 3 of which should be personally conducted 
under medical supervision. Little attention was paid to these 
recommendations and, generally speaking, the student was left to 
his own devices in so far as experience in clinical midwifery was 
concerned; attendance on maternity cases could be fitted into his 
clinical service as and when it suited his own convenience or 
that of his medical school, and evidence of adequate supervision 
or clinical instruction was not required. He had, however, to 
wait a year after passing in Anatomy and Physiology and be 
certified for attending on cases before entering for examination. 

Although the curriculum was lengthened from 4 to 5 years in 
1890, nothing was done for the betterment of the training in 
midwifery and, save for a few exceptional cases of outstanding 
teachers or institutions (e.g. in Dublin), clinical training, as we 
know it to-day, was not generally available before the second 
decade of this century. A resolution of 1896 made attendance on 
20 labours, of which 5 must be under medical supervision, the 
alternative to 3 months service in a lying-in hospital. 

The adoption of the report of the John Williams’ Committee 
(1906) by the General Medical Council, and the consequential 
resolutions of that body, resulted in the disappearance of the old 
haphazard system. This great advance was the result of the 
appointment by the Royal College of Physicians of London of a 
Committee of its obstetric fellows, with Sir John Williams, 
consulting obstetric physician to University College Hospital, as 
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its chairman. Largely owing to his pertinacity the General 
Medical Council accepted its findings as the basis of the resolutions 
of 1907. The one having the most far-reaching results was the 
replacement of the regulation permitting entry to examination in 
midwifery and gynaecology a year after passing the second 
examination, by the recommendation that clinical training in 
midwifery should not be begun until attendance on lectures on 
medicine, surgery, midwifery, and service as medical clerk and 
surgical dresser had been completed. More than any other single 
factor this resolution effected a radical change in obstetric teaching 
whereby training in midwifery approximated to that in medicine 
and surgery. As its adoption did not entail any fresh liabilities in 
the way of clinical facilities or other troublesome excursions on the 
part of universities and medical schools, it was promptly and 
generally put into force by all licensing bodies. The resolutions 
of 1896 were repeated and the attention of these bodies drawn to 
the necessity of including a clinical test as part of the final 
examination in obstetrics, but both were long in obtaining wide 
acceptance. Wherever a university or medical school found itself 
inconveniently placed in the provision of maternity hospital 
practice, the old arrangements were continued till something 
better could be devised. For example, the metropolitan teaching 
hospitals, in order to comply with these resolutions, instituted— 
some early, others late—small maternity units rarely exceeding 
20 to 25 beds. Though barely half the size to supply the requisite 
clinical experience, these small departments have been of great 
value in integrating the maternity services of the hospital so as to 
present a complete service as an object lesson to its students. 
These few details will serve to illustrate the very slow start 
and gradual development of a proper clinical training in mid- 
wifery; also the long time-lag before the resolutions of the General 
Medical Council have an effective influence on obstetric teaching. 
The post-war revisions are too recent to be considered retro- 
spectively. The General Medical Council is not yet satisfied that 
the resolutions of the earlier one are fully complied with, and the 
later and last one, which came into force but a few months ago, 
is the present-day guide for teaching and examining bodies. 


Post-WaAR REVISIONS OF THE CURRICULUM. 


Among the fresh obligations placed on teachers by the first 
revision (26th May 1922 to come into force on Ist January 1923) 
was a general one, ‘“That throughout the whole period of study 
the attention of the student should be directed by his teachers to 
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the importance of the preventive aspects of medicine’. An 
obstetric recommendation added instruction of the student on 
antenatal conditions and infant hygiene and continuous attend- 
ance on obstetrical hospital practice for 3 months, during 1 
of which ‘‘the duties of an intern student in a lying-in hospital or 
ward’’ should be performed. The Maternity and Child Welfare 
Act (1918), which laid the duty of providing these services on 
local health authorities, had given rise to a rapid and widespread 
development of this work that could not be ignored by the 
General Medical Council. Further extension was certain and the 
probability strong that these local services, when fully developed, 
would form the basis on which a national service would be 
erected. Already that probability has been materially strength- 
ened by additional maternity hospital provision acquired under 
the Local Government Act of 1929 and the salaried service of 
midwives under local supervising authorities in accordance with 
the Midwives Act of 1936. In view of the clear indication of the 
direction in which things were moving, the above two resolutions 
of the 1922 revision practically made the clinical training of the 
student into one of maternity and child welfare with gynaecology, 
doubtless with the object of making the general practitioner of the 
future better equipped than his predecessors to take part in a 
local or national maternity service. This object will not, however, 
be attained unless the training scheme is so arranged as to place 
under the eyes of the students so clear a system of constructive 
physiology and preventive medicine that it cannot be overlooked, 
however defective the eyesight. 

After the decennial inspection of examinations (1932) the 
Examination Committee of the General Medical Council expressed 
its disappointment at the little attention paid to ‘‘the important 
subject of Prevention’’ in the teaching of the three main subjects 
of the final examination. It continued thus: ‘“The Committee 
feel that the interest which is being manifested in the subject of 
Prevention seems to be rather lukewarm and not in accord with 
the intention of the resolution on this matter. The Committee 
desire to stress the need for greater emphasis on the preventive 
aspects of Medicine throughout the whole period of study, and 
are of opinion that greater attention to these aspects in examina- 
tions would provide an effective stimulus.”’ 

The last revision which recently came into force (Ist November 
1938) calls for particular attention, not only because it is the one 
now operative, but also because of the wide interest taken in it 
and the great weight of opinion expressed in preliminary dis- 
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cussions by universities and other bodies concerned with medical 
education. A prominent factor in producing this extended interest 
in obstetric teaching was the publication in 1930 by the Depart- 
mental Committee on Maternal Mortality and Morbidity of its 
Interim Report. This Committee heard evidence from obstetric 
teachers and other witnesses, devoted a chapter (VII) in this 
Report to medical education in obstetrics, made observations on 
the previous revision (1st January 1923), and submitted sugges 
tions to strengthen the resolutions then published. Two of 
His Majesty’s Ministers of State, the Lord President of the Council 
and the Minister of Health, forwarded copies of the Interim Report 
to the General Medical Council and asked for a prompt and 
favourable consideration of its recommendations on education in 
obstetrics. The recommendations were, therefore, circulated to 
the universities and other licensing bodies for their consideration 
and observations. Later the comments of all these bodies were 
published. The chief points in the Departmental Committee’s 
recommendations were as follows: 

1. Six months’ whole time to be devoted to hospital practice in 
midwifery, infant hygiene and gynaecology, with not less than 
2 months’ residence in hospital or special quarters adjacent 
thereto. 

2. Throughout this period, two-thirds of the time should be 
allotted to midwifery (including antenatal care and infant hygiene) 
and one-third to gynaecology. 

3. Attendance on and personal delivery of 30 cases under 
adequate supervision. A certain number should be extern cases, 
but only after 5 cases have been delivered to the teacher’s 
satisfaction. Records to be kept by the student for production at 
the final examination. 

4. Attendance in the out-patient department on antenatal and 
post-natal conditions, including examination of not less than 50 
pregnant women. 

5. Infant hygiene, including care of the infant during the 
lying-in period and at least 8 attendances at an infant welfare 
centre. 

6. Diseases and abnormalities of the newly born. 

The Joint Examination and Education Committee of the 
General Medical Council reported that the replies on these recom- 
mendations varied considerably, but with a measure of general 
agreement against 6 months’ exclusive instruction in the subject 
and against 30 in place of 20 cases of labour. 
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RESOLUTIONS IN THE PRESENT CURRICULUM. 


The general resolution concerning preventive medicine is 
amplified to read thus: ‘‘Throughout the whole period of study, 
the attention of the student should be directed by his teachers 
(a) to the importance of the measures by which Normal Health 
may be assessed and maintained, and (0) to the principles and 
practice of the Prevention of Disease.’’ All the points mentioned 
above, as recommended by the Departmental Committee, were 
incorporated by the General Medical Council in its resolutions on 
obstetric training with the exception of the increased number of 
cases in (3), the counting of examinations of pregnant women 
in (4), the 8 attendances at an infant welfare centre in (5), and 
(6), transferred to medicine and surgery. Many of us would be 
glad to see an end to this invidious peculiarity of counting cases 
personally attended, as it has a bad effect in concentrating the 
student’s attention unduly on the article of delivery. Its continu- 
ance will become irrational as the 6 months course of training 
with 2 months in residence becomes established. It would be 
reasonable, and might hasten a desirable consummation, were the 
General Medical Council to drop the counting of cases wherever 
these conditions are fulfilled. 


TRAINING IN MATERNITY AND CHILD WELFARE. 


Midwifery, with its pre- and post-maternity clinics, comprises 
the early links of the chain of services aiming at betterment of the 
health and physique of the rising generation. The teachers of 
obstetrics and paediatrics, forming the spearhead of this effort, 
must accept the responsibility of training the rising generation of 
medical practitioners to pursue the same objective. Under the 
present system by which hospital services are reserved almost 
wholly for the sick and injured, there is not any other clinical 
subject which can equal that of maternity and child welfare in 
the opportunities afforded for the education of students in ‘‘the 
assessment and maintenance of normal health and the principles 
and practice of the prevention of disease’’. The guiding principle 
of the training is, in fact, constructive physiology applied to 
reproduction and development during infancy and of a type the 
public is fast learning to expect from its medical attendants. 
From platform, press, and broadcasts, constructive health 
services are daily being brought to public notice. For instance, 
the propaganda of the Ministry of Health in the later months of 
1937 and the early months of 1938, which started with maternity 
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and child welfare, and of the National Fitness Council and other 
bodies. Because attention has frequently been drawn to it, 
mention may also be made of the excellent constructive work of 
our confreres of the Army Medical Service in bringing up to 
standard a large proportion of recruits rejected for poor physical 
development. The medical profession is billed for a leading part 
in the physical fitness campaign. The British Medical Association 
has proclaimed the family practitioner as the proper guide in 
physical education and training and our medical peers have 
stressed his capabilities as an educationist. Such attributes, 
hitherto almost unclaimed and unnoticed, were certainly not 
acquired during studentship in schools of medicine. They may 
be inborn, achieved later, or thrust on him at the eleventh hour 
in order to equip him for duties prospectively assigned to him. 
It may safely be predicted that the majority will rise to the 
occasion, however their educational capacity has been acquired. 


THE WIDER OUTLOOK. 


As the trend in medical practice generally and the resolutions 
of the General Medical Council point to a scheme of training in 
maternity and child welfare with gynaecology, there can be 
no question of the obligation on obstetric teachers to place the 
coping-stone on the student’s education by planning their 
schemes so that the last resolution relating to preventive 
medicine will also be fulfilled. Breadth of vision calls for an 
outlook far beyond the strictly defined limits of our Siamese 
twin of a subject, though we need not proceed further afield 
than the physical education of youth for illustrations of what 
our students must be prepared to meet in their future career. 
The quest and the means by which it is prosecuted are the same 
as in maternity and child welfare, but applied to different ages 
and modified in detail as conditions may require. For this reason 
the infant welfare clinic has the great merit of drawing the 
student’s attention to the further stages in the care of the young 
generation. In addition to learning to assess normal develop- 
ment in the infant and obtaining experience in the education of 
the mothers, he is much better able to visualize subsequent steps 
than if his view of the infant had ended with the lying-in period. 
Should any teachers remain unconvinced of the need for a 
radical change from such opinions as were expressed by the 
majority of the licensing bodies in reply to recommendations of 
the Departmental Committee in its Interim Report, we suggest 
that reference be made to these replies (1931) and comparison 
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made with some memoranda presented to the General Medical 
Council during its deliberations on the new curriculum or issued 
later. The first of the latter is a report on the place of pre- 
ventive medicine in the medical curriculum from the Society of 
Medical Officers of Health (1930). Among its recommendations 
was one that “‘in every medical school a scheme should be 
prepared showing how each department can co-operate in the 
teaching of preventive medicine.”’ It also stated that, if invited, 
the medical officer of health is ready to co-operate in the train- 
ing of medical students by affording facilities in certain branches 
of public health work. Our contention for a review of teaching 
maternity departments is equivalent to the voluntary adoption 
of the above recommendation by our colleagues in charge of 
them. Another is the Memorandum (March 1932) of the British 
College, now Royal College, of Obstetricians and Gynaecologists 
in which the development of the preventive bent of mind in the 
student is stressed and the arrangement of the subject recom- 
mended to be such as to present a “‘a bird’s-eye view of a 
system of preventive medicine applied to the raising of the new 
generation.’”’ Representing the obstetric teachers of the British 
Isles, its memorandum may be taken as a consensus of their 
views. A very interesting report was issued (May 1935) by the 
London Conference of Representatives of the bodies for whose 
qualifications the vast majority of the students of the metro- 
politan medical schools are prepared (i.e., The Universities of 
Oxford, Cambridge, and London, the Royal Colleges of 
Physicians and Surgeons (Conjoint Board) and the Society of 
Apothecaries), and intended not for the General Medical Council 
but for the constituent licensing bodies. In the section on 
preventive medicine it is stated that its teaching will only be 
adequate if its importance is realized by teachers throughout 
the whole curriculum, and a little later the following occurs 
(No. 79): ‘‘ Obstetricians and Paediatricians have the special 
duty in the later stages of the curriculum of emphasizing the 
function of the medical practitioner in relation to preventive 
medicine in such matters as antenatal work, the conservative 
conduct of labour, the management of the puerperium and the 
care of the child during its early years of life.’’ 

Constructive hygiene and preventive medicine are implicit in 
maternity and child welfare, thus providing an unassailable 
reason for the adoption of a scheme of training as outlined. 
The relative resolutions of the General Medical Council lay down 
that at least two-thirds of the student’s time should be allotted 
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to midwifery and infant hygiene and that throughout (our italics) 
the 6 months the student should receive practical training in 
antenatal and post-natal care, management of the puerperium 
and care of the infant. The arrangement of the student’s time 
in the above proportion is left to the director of the department, - 
but the continued attendance on mothers and infants in the 
lying-in wards and clinics, even when clerking in the gynaeco- 
logical wards, requires a little explanation. Clearly such a 
scheme should be a consecutive lesson from pregnancy through 
labour and lying-in to the follow-up of mother and infant 
with its continuity and singleness maintained into gynaecology. 
The separation of the curriculum into watertight compart- 
ments is a weakness to be avoided as far as possible. A 
fortiori our single subject must not be broken up into sections 
for convenience in the distribution of students. Throughout his 
term of service the student should, so far as can be, have a view 
over the whole scheme of preventive medicine. The obstetric 
teacher should maintain the atmosphere of his department highly 
concentrated with the principles of constructive physiology, so 
that the student working in it for 6 months and living in it 
for 2 of them, should have become sufficiently imbued with 
these principles that they become second nature to him. More- 
over opportunity should also be taken to make the most of the 
constructive, educational and social work, which the student 
sees little of elsewhere and nowadays is of growing importance 
in clinical work. Antenatal supervision has a large element of 
service of this nature, though rarely presented to the student. 
The clinics in the voluntary maternity hospitals differed from 
the public clinics in origin and manner of approach. The 
voluntary hospitals approached prematernity care from the 
pathological viewpoint, by which it became chiefly a watch for 
signs or causes of disorder, actual or potential, of obstetrical 
or medical import, and, if discovered, followed by such action as 
might seem advisable. Public health authorities, on the other 
hand, with their previous experience of the older “‘baby”’ clinics, 
approached antenatal work from the physiological and hygienic 
aspect. Difference in approach determined likewise their strong 
and weak points; the voluntary hospitals with their highly ex- 
perienced staff were strong on the obstetrical side but neglected 
the constructive and educational side, from which the public 
clinics have deservedly obtained much credit for results 
obtained. Each has much to learn from the other, but as yet 
contact between the two has scarcely begun. Co-operation 
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between teaching schools and the public health service is greatly 
to be desired as both would benefit. Voluntary maternity 
hospitals, for example, should make certain, if they provide only 
obstetrical and medical antenatal supervision, that their patients 
obtain health and mothercraft education and social services else- 
where. Their students ought to see antenatal care in its fullness 
and not a part only, and where not complete in the institution 
arrangements should be made for attendance at a public clinic. 
Someone to undertake the duties performed by the health visitors 
in the public service is essential, as there are home visits to be 
paid that no maternity hospital or antenatal clinic can ignore 
without running the risk of a charge of neglect; those patients 
who fail to attend regularly or return to the antenatal clinic 
at a specified time for re-examination must be looked up. The 
institution is blameworthy if the fearful or stupid patient is 
allowed to suffer without a visit to discover reasons and try 
persuasion. A nurse or social service worker (almoner) may be 
detailed for such duties as they arise. The sister in charge of 
maternity and child welfare clinics should be in a position to 
follow the mothers as they pass through the department and 
know them intimately, and, under the obstetrician and 
paediatrician, be responsible for their instruction in hygiene, 
mothercraft and preparations for the infant, such as making or 
purchasing suitable requirements, e.g. economical, labour- 
saving and hygienic clothing. She may hold classes for mothers, 
but whether or no, the students should follow her educational 
and social work and be encouraged to take part in it. The young 
primigravida is specially fruitful soil for instruction, so as to 
bring her up in the way she should go and obtain her con- 
fidence, but all expectant mothers will benefit by education. As 
Sir Frederick Truby King drummed into us 20 years ago, 
“the mother is the executive in the rearing of the family and 
you must work through her.’’ To secure the maximum of 
natural feeding, he began at once with advice to promote the 
proper attitude of mind, then to the care of the breasts and 
nipples and later to interest the mother in the technique of 
breast-feeding. The Mothercraft Training School in London and 
its various daughter branches in England and Wales holds 
antenatal clinics solely for mothercraft training which are greatly 
appreciated and are well worth a visit by those anxious for 
hints. The more the student learns of this aspect of maternity 
work the better will he be fitted to undertake family practice 
and the physical education in which he is to have a leading part. 
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He should make an individual study of each expectant mother 
in the light of the evidence supplied by the sister and social 
service worker. As well as the usual medical notes, there should 
be reports on the patient’s social background and home and on 
her more oustanding personal characteristics. An effort should 
be made to discover her mental reaction to the present preg- 
nancy, as it and the other factors affect the management of 
her pregnancy and labour by measures being taken to remove 
those that might interfere with normal function. 


CONCLUSION. 


The last curriculum revision represents the biggest step 
forward in the teaching of our subject since the resolutions of 
1907 that followed the report of the John Williams’ Committee 
and implies greater changes in thought and method than any 
previous revision. It would not be surprising, therefore, if the 
usual time-lag before the resolutions of the General Medical 
Council are fulfilled were substantially lengthened in this case. 
Delay will be unfortunate because, as indicated, the training 
to-day is already somewhat late for the fair. If our position has 
been made clear, that the teaching of obstetrics and gynaecology 
as at present conducted is not itself criticized, but that a fresh 
environment is required, it may not appear that anything revolu- 
tionary is suggested. The other point that the outlook of the 
student should be broadened by his training including the 
portions hitherto greatly neglected (in prematernity supervision 
and the rest of the subject), whereby he learns and takes part 
in the work in its full integration. If those in charge of training 
departments will consider our plea for a review of them and 
look particularly to these points, we feel sure that delay will 
be lessened. 

The General Medical Council and obstetric teachers generally 
have been much gratified by the action of the Central Midwives’ 
Board (England and Wales) in refusing approval for Part I of 
its new training scheme to maternity hospitals training medical 
students until all their requirements in cases have been satisfied, 
which will sometimes mean all available cases being so used. Its 
reason was that, however well trained the midwife, her services 
for the mothers would be stultified if the experience of the doctors 
called to her assistance was inadequate. Another lesson may be 
drawn from the Board’s new system of training in that Part II, 
intended as a period when the pupil-midwife will put into practice 
what she learnt in Part I, will largely consist of constructive, 
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educational, and sociological work for the mothers, together with 
co-operation with the local authorities and voluntary organiza- 
tions. These matters will form the main part of the examination 
with questions on her records of her work in this part of her 
training. Surely we teachers of medical students will not allow 
them to go into practice with a more restricted outlook than the 
midwives who will be their assistants. 
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PRIoR to the introduction of potent preparations of the sex hor- 
mones the treatment of amenorrhoea in its various forms was 
far from satisfactory. Until comparatively recently the factors 
controlling the menstrual cycle were not fully understood, and 
although the indispensability of the ovary was realized, attempts 
at substitution therapy usually resulted in failure. The early 
workers were familiar with the fact that bilateral o6phorectomy 
in the human female was always followed by complete amenor- 
rhoea, and argued from the success obtained by Murray, in the 
treatment of myxoedema by the administration of thyroid extract 
by mouth, that attempts should be made to treat amenorrhoea 
by the administration of either dried ovary or ovarian extracts 
by mouth. 

During the last 30 or 40 years indifferent success has been 
reported by this treatment, and it is now realized that any suc- 
cessful results that were obtained can only have been fortuitous. 
The isolation by Allen and Doisy in 1924 of a crude, oestrus- 
producing hormone from the ovaries appeared to herald a new 
era in ovarian substitution therapy. Some 10 years ago large 
quantities of the oestrus-producing hormone in a pure form be- 
came available, and it was felt that the subcutaneous injection 
of this material would provide a cure for all cases of amenor- 
rhoea. 


* From the Courtauld Institute of Biochemistry, Middlesex Hospital, 
London. 
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Again disappointment followed, and in this case it was due 
to the fact that the complex cyclical nature of the hormone 
secretions was not properly understood. No real advance in com- 
plete ovarian replacement therapy was made until the corpus 
luteum hormone was isolated in a form suitable for administra- 
tion to the human subject. The first complete replacement 
therapy was described by Kaufmann’ in 1934, who showed that 
he was able to reproduce the whole of the menstrual cycle in a 
bilaterally o6phorectomized woman by first injecting the oestro- 
genic hormone and following this by a series ot injections of the 
progestational hormone. He studied the changes in the mucosa 
by repeated curettages, and was able to observe the complete 
series of changes described by Robert Meyer. These consisted 
first of the thickening of the uterine wall under the influence of 
the oestrogenic hormone, followed by the great increase in the 
thickness of the mucosa under the combined influence of the 
oestrogenic hormone and the corpus luteum hormone, proges- 
terone. The progestational changes consisted of a great increase 
in the glands of the endometrium, reproducing exactly the ap- 
pearance in the natural immediately pre-menstrual phase. On 
suddenly ceasing the injections of both oestrogenic and proges- 
tational hormones, the mucosa degenerated, haemorrhage 
resulted, and the complete menstrual reaction, precisely similar 
to that occurring in natural circumstances, occurred. 

Kaufmann’s results were rapidly confirmed by a number 
of workers, and it appeared that in so far as odphorectomized 
woman was concerned the menstrual cycle could be faithfully 
reproduced by the injection of these two hormones. The appli- 
cation of this treatment to patients with amenorrhoea was, there- 
fore, indicated, and an extensive series of cases was so treated. 
The results in the case of secondary amenorrhoea were usually 
successful; whereas with primary amenorrhoea only a few of 
the patients responded. This again is not surprising, since in 
these patients varying degrees of infantilism and underdevelop- 
ment of the uterus frequently occur, and need special treatment 
before the Kaufmann therapy can be applied. Even, however, 
if these cases of primary amenorrhoea be excluded, the Kauf- 
mann therapy will not succeed in every patient, and it is with 
this problem that the present observations are concerned. 

In addition to the hormonal cause of amenorrhoea when 
replacement therapy by administration of oestrogenic and pro- 
gestational hormones, or stimulation therapy by gonadotropic 
extracts, have been successfully employed, other causes of altera- 
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tion in menstrual function are recognized, and these include 
such local causes as anaemia, emotional disturbances, and gene- 
ral endocrine disorders. It is with the last-named group that 
this paper is chiefly concerned, and the following case is typical 
of a type of amenorrhoea secondary to a general endocrine 
insufficiency. 


Miss R., aged 19 years. Her periods commenced at 12 years of age. 
They were quite regular, lasted 4 days, 8 to 9 diapers were used, and there 
were no clots or pain. The period did not appear in February 1935 (aged 
15) following a shock due to the death of her father. Since the period had 
not recurred in 18 months, on the advice of her medical attendant replace- 
ment therapy was commenced. 


Five injections of progesterone were given, 1 a day. This brought on 
a period which lasted 4 days and was of good colour. She then began to 
lose weight, with deterioration in her general health. Amenorrhoea per- 
sisted, and a series of courses of progesterone was continued, but without 
any result. - Pelvic examination was negative. 


Height: 65% inches. 
Weight: 12434 pounds. 


Basal metabolic rate: —28 (Aub Dubois standard). Basal metabolic rate 
measured as previously described by Robertson? (1938). 


Treatment by the administration of thyroid extract, grains iv, was 
commenced. Three months later the basal metabolic rate was —3 (Aub 
Dubois standard). After commencing the thyroid treatment there were two 
menstrual periods lasting 3 days. This dosage of thyroid extract was con- 
tinued for a further 6 months, during which time menstruation was regular 
and satisfactory, and this was accompanied by great improvement in the 
general health of the patient. Nine months after the beginning of thyroid 
treatment the dose was cut down to 1 grain daily because the patient was 
becoming a little worried about the loss of 6 pounds in weight. The follow- 
ing month menstruation was scanty and was absent 2 months later. Her 
basal metabolism, re-measured at this time, was —21 (Aub Dubois stan- 
dard). The thyroid extract was again increased to 4 grains daily, and 
menstruation again reappeared. The basal metabolism re-measured shortly 
afterwards as found to be —1. 


This case demonstrates the relation between the level of the 
basal metabolism and the occurrence of menstruation. In the 
following table are given a list of several such cases that have 
been observed. 
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- After adequate 
Before thyroid medication. thyroid medication. 


Menstruation. B.M.R. W’t. Menstruation. Baan. Wt. 


Amenorrhoea Began 1 month 
for 2 years —27 12434 after treatment. 
‘Amenorrhoea Regular. 
for 5 years Began 3 months 
since birth of after treatment. 
of baby. —37 153% 
Mrs. I. 29 Amenorrhoea Began 2 months 
for 2 years —18 180 after treatment. 
Miss S. 27% Amenorrhoea Began 3 months 
for 3 years 130 ~=>S after _ treatment. 





In three of the above cases, Miss K., Mrs. D., and Miss S.., re- 
placement therapy with oestrogenic and progestational hormones 
was tried unsuccessfully prior to thyroid medication. 


CONCLUSIONS. 


It is well recognized that menstrual disturbances, such as 
amenorrhoea, may be due to a variety of causes, including local 
lesions, general debilitating disorders, nervous influences, endo- 
crine disturbances, or a simple ovarian hormone deficiency. Of 
these causes a general clinical examination may indicate the 
primary cause of the amenorrhoea, with the possible exception of 
a simple hormonal deficiency when this is proved by a satis- 
factory response to substitution therapy. Of the endocrine dis- 
turbances causing amenorrhoea, myxoedema, thyrotoxicosis, 
acromegaly, and pituitary basophilism have been mentioned. 
These clinical syndromes are easily recognized, and so it has 
become the habit to treat cases of amenorrhoea, not showing any 
of the well-marked signs of generalized disorder, by substitu- 
tion therapy. Such treatment has not always proved successful. 
Three of the cases described above were considered to be secon- 
dary amenorrhoea due to ovarian deficiency, and they did not 
respond to treatment. Determination of the basal metabolism 
showed that quite a marked degree of hypothyroidism was pre- 
sent, and this despite the absence of any of the classical signs of 
this disorder. Adequate treatment with thyroid extract caused 
the basal metabolism to rise to normal, and this was accom- 
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panied by reappearance of normal menstruation. In one patient 
i whom the dose of thyroid extract was reduced and the basal 
metabolism as a result fell below normal, amenorrhoea reap- 
peared, but menstruation again returned when an adequate dose 
of the thyroid extract was given to raise the metabolism to 
normal. 


SUMMARY. 


A series of cases of secondary amenorrhoea resistant to simple 
substitution therapy has been described. The patients presented 
none of the usual features of generalized disorders known to 
cause amenorrhoea. In all the patients the basal metabolism 
was greatly diminished. Adequate treatment with thyroid ex- 
tract raised the basal metabolism to normal, and menstruation 
at the same time reappeared. It is confirmed that hypothy- 
roidism may be a cause of amenorrhoea, but our observations 
suggest that this condition may not be recognized until the basal 
metabolism is measured. 


We have to thank Sir Comyns Berkeley for permission to 
publish details of one of his patients. 
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The Pathology of Obstetric Shock 
BY 


H. L. SHEEHAN, M.D., M.Sc. (Manch.). 
From the Research Department, Glasgow Maternity Hospitai. 


THE name “‘obstetric shock’’ has a variety of interpretations, but 
not an exact definition. Clinically the concept of ‘‘pure obstetric 
shock’’ excludes all cases in which the aetiological factor is 
known; these are usually grouped as surgical shock, shock due 
tc haemorrhage, and so on. A number of associated factors are 
recognized : pain, post-partum reduction of abdominal pressure, 
cold, malnutrition, and psychological distress. These factors have 
the support of a sufficient weight of clinical experience to be ac- 
cepted but, as they are common to most hospital deliveries, any 
assessment of their exact significance is difficult. Undue empha- 
sis must not be placed on them; otherwise the problem of why 
shock occurs after an occasional delivery becomes replaced by 
the problem of why it does not occur after every delivery. 

From the standpoint of pathology, the essential requirement 
is that the patient shall have died of shock in connexion with 
obstetrics, no matter what the cause of the shock. Post-mortem 
investigation frequently discloses gross lesions which had not 
been suspected clinically, and it furnishes a few possible clues as 
to the mechanism of shock. But it does not explain how the 
lesion, such as inversion of the uterus, has produced the func- 
tional disturbance known as shock, nor does it explain the real 
mechanism of this functional disturbance. Bearing in mind these 
limitations of pathological anatomy, it seems nevertheless of value 
to summarize the pathological findings in obstetric shock, par- 
ticularly as the literature on the subject is very meagre. The 
material studied here is restricted to those fatal cases of obstetric 
shock that have been examined post-mortem in this hospital dur- 
ing the past 53 years. The criterion of obstetric shock that has 
been adopted is rather wider than that in common clinical use. 
It is that the patient died with the clinical appearances of shock 
during labour or within 24 hours after delivery, whether or not 
any explanation for the shock had been recognized before death. 
In many of the cases the patient was apparently well until about 
an hour or two after delivery, and then suddenly developed 
severe shock, which was fatal within 2 or 3 hours. 
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The initial difficulty is to differentiate the circulatory collapse 
due to shock proper from that due to haemorrhage; since both 
conditions are frequently co-existent in obstetric patients. These 
conditions are also related; not only can haemorrhage lead to 
shock but, in a badly shocked patient, a trivial haemorrhage 
can be fatal. Similarly, anaesthesia or operation may themselves 
be the cause of death or they may be merely accessory factors 
that precipitate a shock due primarily to some other cause. While 
any exact apportionment of responsibility is thus impossible, 
those cases are included in the present series in which shock 
played a major or important part in causing death, and cases 
are excluded in which death was essentially due to the anaesthetic 
or to severe haemorrhage, e.g. placenta praevia and ruptured 
aneurysms. To limit the subject further, a number of conditions 
related to shock has been excluded: sudden heart failures after 
delivery in patients with chronic valvular disease, circulatory 
collapse in certain cases of pre-eclampsia or eclampsia, acute 
pulmonary oedema after delivery (Hesse'), and all cases in the 
first half of pregnancy, chiefly collapse after surgical abortion 
for hyperemesis. Some of these exclusions are made on the 
grounds of the pathological findings; the patients were clinically 
suffering from obstetric shock of unknown origin. The cases 
finally selected as obstetric shock according to the present defini- 
tion are grouped in Table I, according to the apparent aetiologi- 
cal factors; the more salient clinical features are separately noted 
for each group. 


TABLE I. 
Number of 
Cause of shock cases 
Dystocia sian) (Ra Rael tay eae rasa 29 
Ruptured uterus... ... .. fie bes 13 
Retamed: placenta. ..0 <2: ss. se 22 
Utero-placental apoplexy ase whee aos 21 
Uncomplicated Caesarean section ..._... 4 
Complicating disease 8 


Dystocia (29 cases). 
This is the largest group; it consists of deaths from shock 
during or soon after a difficult delivery, usually within 8 hours. 
The cause of the dystocia was simple disproportion, occipito- 
posterior presentation, or more rarely hydrocephalus or oblique 
lie: some of the cases had a slight degree of contraction 
of the pelvis. The average weight of the babies was slightly 
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over 9 pounds (an allowance of a half-pound has been made for 
craniotomy and of a quarter-pound for perforation). Labour 
was always prolonged, averaging 56 hours for the whole group. 
The pains were often irregular and unsatisfactory and there was 
always some pyrexia towards the end of labour, usually under 
100’ F. In 12 of the patients delivery by the forceps had failed 
during labour. The delivery was always artificial; version or 
difficult deliveries by the forceps in 19, perforation in 6, and 
craniotomy in 4. Despite the poor retraction of the uterus in 
nearly all cases, post-partum haemorrhage was not very 
frequent; only 2 severe and 4 moderate cases were noted. The 
usual cause of death was uncomplicated shock. 

It is of interest that of the 6 patients who died during the 
labour, only I was a primipara, the others died during their 
second to fifth labours. On the other hand, of the 23 patients 
who died after the delivery 20 were primiparae, the others died 
after their third, sixth, and ninth deliveries respectively. 


Ruptured Uterus (13 cases). 

This group is in certain ways associated with the previous 
group. Though it is usually excluded from discussions of obstetric 
shock, its practical importance is seen from the fact that in 7 
of the cases the cause of the fatal shock was found only at post- 
mortem. Death was usually rapid; 5 of the patients died during 
the delivery and only 1 lived longer than 3 hours post-partum. 
There was always some haemorrhage, external or internal, but 
it was severe only in 4 cases, and the essential cause of the 
deaths appears to have been shock. The group falls into two 
divisions. 

(a) Seven of the patients had dystocia requiring intra-uterine 
manipulations which were probably responsible for some of the 
ruptures. The average weight of the babies was 9} pounds, the 
average duration of labour was 20 hours, and the patients had 
from 3 to 7 children. 

(b) The other 6 patients had spontaneous ruptures; one 
through an old Caesarean scar, the others for no obvious cause 
apart from probable old cervical tears. The average weight of 
the babies was 7} pounds, the average duration of labour 14 
hours, and the patients had had from 2 to 12 children. 


Retained Placenta (22 cases). 
This group has two divisions. 
(a) Six patients who died between 2 and 3 hours after deli- 
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very. These are border-line cases; all of them had severe post- 
partum haemorrhage which was probably of greater significance 
than the factor of shock in causing death. Three of the placentae 
were removed manually, the other 3 were undelivered and one 
of these was grossly adherent. 

(b) There are 16 patients in this group of whom 11 died be- 
tween 4 and 8 hours after delivery and the other 5 between 8 and 
24 hours after delivery. There was some haemorrhage in most 
cases, but it was considered severe only in 4, and the essential 
cause of death appears to have been shock. Twelve of the 
patients had had frequently repeated but unsuccessful attempts 
te express the placenta; in 9 of these the placenta was finally 
removed manually and in 3 it was firmly adherent and remained 
undelivered. The other 4 patients had the placenta expressed with 
a good deal of force; 2 of these had inversion of the uterus, 1 
died of shock and severe post-partum haemorrhage 4 hours 
after delivery, and the other of late shock nearly a day after 
delivery. 

In the whole series there is no special relation to parity; 5 of 
the patients were primiparae and the others had had up to 12 
children. The first and second stages of labour were often short, 
averaging 7 hours. 


Utero-placental Apoplexy (21 cases). 


This term is used here for cases of mixed or concealed acci- 
dental haemorrhage with retroplacental clot; it does not include 
external accidental haemorrhage. Though these cases are usually 
classified under the heading of haemorrhage, the usual cause of 
death is shock. There are two clinical groups: 

(a) Twelve patients were between the thirty-sixth and fortieth 
week of gestation. Of these, 8 died undelivered; they were all 
advanced multiparae, having had from 8 to 15 children, and 
were usually fat. The other 4 were artificially delivered, either 
by the forceps or perforation, and died from } to 4 hours later. 
These delivered women had had from 1 to 6 children; 3 of them 
are border-line cases, as they had severe atonic post-partum 
haemorrhage which certainly played an important part in caus- 
ing death. 

(b) Nine patients were between the twenty-seventh and thirty- 
third week of gestation. All but one of these patients were 
delivered, in each case spontaneously; they died from } to 14 
hours later. In 3 of the cases there was moderate haemorrhage. 
The patients had had from 1 to 9g children. 
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In the whole series Io patients showed clinical or pathological 
evidence of hypertensive toxaemia. 

The unusual tendency of the advanced multipara, not only 
to develop utero-placental apoplexy, but also to die of shock as 
a result is indicated in Table II. This shows the total mortality 
in this hospital during the years 1932 to 1936 among patients 
with mixed or concealed accidental haemorrhage with retro- 
placental clot. 


TABLE II. 
Mortality from mixed or concealed accidental haemorrhage. 
Total Shock Puerperal 
Number of children cases deaths deaths 
De seth. Shes ptt bins 88 3 2 
2 and 3 ite sue gs Ree eee 3 4 
A,O5 GAMO: ccs oserr eose) ERS II 2 
apd Overt... <<. 203 15 4 


Uncomplicated Caesarean section (4 cases). 


These were prophylactic Caesarean sections before labour in 
primigravidae with contracted pelvis, followed by shock and 
death at 2 to 5 hours later. In one there was also fairly severe 
haemorrhage which certainly contributed to death; the other 3 
had no obvious additional factor. 


Complicating disease (8 cases). 

These were clinically shock deaths, 1 died undelivered and the 
others within 8 hours after delivery, which was spontaneous in 
5. Four of the patients had definite evidence of previous hyper- 
tension, the others had lobar pneumonia, acute haemorrhagic 
pancreatitis, renal disease, and influenza, respectively. The 
importance of previous hypertension as a factor in obstetric shock 
has been pointed out by Adair, Hunt and Arnell.’ 


Pure obstetric shock (0 cases). 


The absence of any cases in this group is probably due to 
the fact that only patients with post-mortem examination have 
been considered. It is possible that pure obstetric shock may be 
fatal, but no case can be accepted without a careful post-mortem 
examination, including satisfactory histology. 


PATHOLOGICAL FINDINGS. 

In a recent review by Moon,* the tissue changes indicative 
of shock are described, and are said to be found not only in 
experimental shock but also in human beings dying of shock 
from a variety of causes. This picture does not, however, appear 
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to be characteristic of obstetric shock, as judged from the present 
series of cases. In particular, the following conditions were not 
found, congestion or petechial haemorrhages of the liver and 
gastro-intestinal tract, engorgement of peritoneal venules, effusion 
of blood-stained fluid into serous cavities with petechial haemor- 
rhages in the serous membranes, and congestion, oedema and 
petechiae in the internal mucosae, except in cases in which they 
were obviously due to causes unrelated to shock. In this con- 
nexion it is important to remember that, in a patient with severe 
circulatory collapse, an electric blanket on the abdomen can 
produce lesions in the viscera without necessarily causing recog- 
nizable lesions in the overlying skin. 

The actual findings in the present cases may be considered 
in sections according to the various organs; so far as possible, 
the functional interpretations will be avoided. 


Vascular system in general. 


The greatest caution is needed in making deductions about 
what the blood-flow was like during life from the post-mortem 
appearances such as congestion of viscera or fullness of blood- 
vessels. At death the pressure in the blood-vessels disappears 
and the tissue tension in certain organs squeezes the blood out 
of the capillaries; later, gravity and rigor mortis alter the distri- 
bution of the blood. 

Certainly, marked circulatory differences in the manner of 
death can give very different post-mortem appearances. For 
instance, the bloodless viscera of a person who has been bled 
white are very different from the congested viscera of an 
asphyxiated person. In a post-mortem on a case of obstetric 
shock, one might, therefore, hope to find some such general 
evidence of a particular circulatory disturbance. However, in 
the post-mortem examination there is no finding of this kind. 
In cases of obstetric shock, as compared with death from other 
causes, there is not any obvious pooling of blood in the abdominal 
viscera, in the muscles of the thigh, or in the large veins. It 
must be emphasized again that these negative findings after death 
can not be interpreted as indications that during life there was 
not a pooling of blood in these sites. But it is of interest that 
obstetric surgeons who have performed laparotomy on shocked 
patients do not seem to have found any gross pooling of blood 
in the abdomen. 

These limitations of pathology do not, hgwever, cover the 
entire field. If there is a circulatory disturbance in a tissue, 
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certain changes can develop which do not disappear after death. 
Among these changes are oedema, areas of haemorrhage, 
marked capillary dilatation, or ischaemic necrosis. It is not 
necessary to discuss here the particular varieties of circulatory 
disturbances that may cause these changes; the primary require- 
ment is to know their occurrence and position in obstetric shock. 


Heart. 

One of the commonest findings in obstetric shock is the pres- 
ence of sub-endocardial haemorrhages on the left of the inter- 
ventricular septum, and occasionally also at the base of the papil- 
lary muscles in the left ventricle. They may be small or large; 
they lie right over many of the branches of the auriculo-ventricu- 
lar bundle (Figs. 1, 2, 3). In the present series of cases they 
were found in over a third of the hearts. The factor controlling 
their incidence appears to be the duration of the shock. If the 
patient dies after shock which has lasted for less than 2 or 3 
hours, the sub-endocardial haemorrhages are very rare. On the 
other hand, they are very common when the patient has been 
shocked for 6 hours or more, and particularly in those cases in 
which the patient has a preliminary bad shock, then improves 
temporarily under treatment, and finally collapses again, will 
not respond to treatment, and dies. 

This may be illustrated from the individual clinical groups. 
In ruptured uterus or retained placenta, most of the patients die 
soon after the shock develops and do not show any changes in 
the heart; it is only in the few late shock deaths at 6 to 12 or 
more hours’ post-partum that the sub-endocardial haemorrhages 
are found. The dystocia patients are usually in poor condition 
at delivery, as in most of them attempts to deliver by the forceps 
have failed earlier; the sub-endocardial haemorrhages are rare if 
the patient dies in the first hour or two after delivery, but are 
common if she dies later than this. In the accidental haemor- 
rhages the patient is badly shocked some time before delivery ; 
the shock lasts for several hours in nearly all cases. The sub-en- 
docardial haemorrhages are usually present, whether the patient 
is delivered or not, and the amount of blood lost does not seem 
to be a factor of importance. In any of these conditions, if the 
patient recovers from severe and prolonged shock but dies 
from some other cause during the first few days of the puer- 
perium, the left interventricular septum may show rather old and 
fading sub-endocardial haemorrhages which probably date from 
about the time of the shock. 
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Though they are common in prolonged obstetric shock they 
are not specific to this condition. Thus, in a series of 1,000 
post-mortems on non-obstetrical cases they were noted 25 times. 
The chief conditions in which they are reported, apart from 
obstetric shock, may be grouped as follows: 

Generai shock. Death from burns (Shennan‘), in soldiers 
dying of shock due to wounds (Moon and Kennedy,’ Kulbs and 
Strauss*), and after the intravenous injection of cardiac stimu- 
lants which may have been used in treating shock. 

Lesions of brain and vagus. Most of the examples in a 
general hospital are seen in deaths from fractured skull, menin- 
gitis or cerebral haemorrhage. It is said that the lesion can be 
produced experimentally by stimulation of the vagus in the 
neck either mechanically or electrically, or by raising the intra- 
cranial pressure (Monckeberg’). I have been unsuccessful in 
producing them in rabbits or guinea-pigs by these methods. 

Purpuric diseases, such as leukaemia or septicaemia, are of 
little importance in the present connexion as the haemorrhages 
are merely local manifestations of a general disease. The hae- 
morrhages are also seen in certain poisonings such as delayed 
chloroform poisoning, phosphorus poisoning, or poisoning by 
diphtheria toxin. 

Hypertensive toxaemia. The haemorrhages are sometimes 
found in patients dying of eclampsia, more commonly in those 
with cerebral haemorrhage. Here there are the complications 
of the cerebral condition and the not infrequent termination in 
collapse; the hypertension cannot be accepted as more than a 
predisposing factor. The frequency of subendocardial haemor- 
rhages in utero-placental apoplexy is in the same way not satis- 
factorily explained as due to the hypertension as such. 

Other conditions. It is of interest to note that in deaths from 
valvular lesions of the heart, the sub-endocardial haemorrhages 
are not found. 

The last question is whether these are important lesions which 
have a serious effect on cardiac function, or are just trivial post- 
mortem findings of the terminal variety. They lie over or 
among the fibres of the conducting system of the heart, but they 
are usually quite superficial and probably do not in themselves 
exert any gross mechanical influence. They do, however, con- 
stitute a post-mortem indication that during life there has been 
some capillary damage, probably due to a local circulatory 
disturbance. Any circulatory disturbance in this very impor- 
tant region of the heart must be regarded as potentially serious. 
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Clinically, one of the most striking signs in nearly all cases of 
obstetric shock is the great rapidity of the pulse-rate and its 
uneven force; in many of the cases which recover, the tachy- 
cardia persists for days or even weeks. But there is no definite 
evidence that the presence or cause of the sub-endocardial 
haemorrhages is responsible for these disturbances of cardiac 
rate, and undue emphasis must not be placed on them. Blalock* 
says that it has been proved in many experiments that the heart 
itself is not at fault in shock. 


Lungs. 


The chief interest in the lungs lies in the comparison of the 
lungs in death from shock with those in deaths from haemor- 
rhage. In both cases it is often considered that there is an insuf- 
ficient return of the blood to the heart, and in theory the lungs 
should, therefore, be similar in the two conditions. 

The first complication is that the findings in the lungs in 
cases of death from haemorrhage vary according to the type 
of haemorrhage. (See Table III.) 


TaBLeE III. 
Combined weight of lungs in obstetric cases. 
300 to 550 550 to 900 goo grammes 
Cause of death grammes grammes and over 
Bled to death 
Single haemorrhage 
Successive haemorrhages 
Death from shock following 
Single haemorrhage 
Successive haemorrhages 
Little or no haemorrhage ... 


A person who bleeds to death as a result of a single large hae- 
morrhage has dry anaemic lungs. This is what is seen in rupture 
of arteries or very great post-partum haemorrhage. On the 
other hand, a person who bleeds to death from a haemorrhage 
which is the last of a series of lesser haemorrhages, has quite 
marked oedema and congestion of the lungs. This is the typical 
finding in deaths from placenta praevia. 

In death from shock there is no constant finding. Speaking 
quite generally there is a tendency for shock which comes on 
after a single haemorrhage to produce dry anaemic lungs, and 
for shock which follows a series of haemorrhages to produce con- 
gested oedematous lungs. In shock when there has not been 
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much haemorrhage the appearances depend on the time of 
survival. If the patient dies undelivered or within 1 or 2 hours 
post-partum the lungs are usually very congested and oedoma- 
tous, whereas if she dies 4 to 8 hours post-partum, the lungs are 
usually dry and anaemic. Without going into explanations, it 
is sufficient to say that deductions as to the condition of the circu- 
lation based on the presence or absence of oedema and conges- 
tion in the lungs are apt to be somewhat uncertain. 

Any oedema of the lungs is usually not hypostatic; it usually 
affects one or two lobes, which may be upper lobes almost as 
often as lower. Patients who have had intravenous glucose- 
saline before death have dry anaemic lungs. In the series of 
post-mortems studied there is not a single case of pulmonary 
oedema due to intravenous saline. This is in agreement with the 
experimental findings of Davis.° 

Occasionally there are enormous numbers of small petechial 
haemorrhages scattered throughout the lung (Fig. 4). These are 
of two types. The first are true haemorrhages into the alveoli, 
similar to those described by Moon® and Davis.’ It seems pro- 
bable that they are a manifestation of shock, but they are some- 
times seen in patients dying of other conditions. The only obvious 
factor linking these cases together is that all the patients were 
made to inhale high concentrations of oxygen for some time be- 
fore death. The second type are really very early haemorrhagic 
bronchopneumonias; they are more common in the shocks that 
follows dystocia than in the other types. 


Uterus. 

The appearance of the uterus depends on the clinical con- 
dition. Rupture is an obvious lesion; the tearing of the para- 
metrial tissues appears at first glance to account satisfactorily for 
the shock. The haemorrhage is usually insufficient to account 
for death, though in certain cases it may spread widely in the 
retroperitoneal tissues or open into the peritoneal cavity. It is 
not clear why in such severe shock subtotal hysterectomy 
should have a relatively good effect; the operation does not deal 
with the damaged pelvic tissues and in itself it should add 
greatly to the shock. Nevertheless the only early deaths after 
hysterectomy for ruptured uterus in the present series appear to 
have been due to continuing haemorrhage internally rather than 
to shock. In accidental haemorrhage with retroplacental clot, 
the standard finding is, of course, the multiple gross haemor- 
rhages under the peritoneum and in the outer layers of the uterine 
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muscle. An interesting aspect of this subject lies in the minor 
subperitoneal haemorrhages which are sometimes found near the 
cornua in conditions other than accidental haemorrhage. A few 
of the cases are found in eclampsia in patients with 2 or 3 
children, and may be an indication of an incipient accidental 
haemorrhage that failed to eventuate. Nearly all the other uteri 
showing these small sub-peritoneal haemorrhages near the cornua 
are cases of obstetric shock, particularly those following dystocia 
or uncomplicated Caesarean section. This raises the possibility 
that in these shocks there may be a minor degree of the same 
circulatory disturbance to the uterus as occurs in accidental 
haemorrhage. 

Dystocia. In the early deaths from shock after dystocia 
the uterus is usually not well retracted. It is large, soft and oede- 
matous and weighs 1100 to 1300 gm., which is big even allowing 
for the large size of the baby. In addition, there may be signs 
of an early endometritis. In 2 of the late cases of shock in which 
the patient died 18 and 24 hours after a dystocic delivery, the 
uterus showed a striking lesion; it was very large and reddish, 
owing to an infiltration with bloodstained fluid, and weighed 1600 
and 1800 gm. Microscopically there was necrosis of the entire 
wall of the uterus, the nuclei had lost their staining reaction and 
the muscle fibres were separated by oedema fluid. Such a gross 
lesion could naturally produce severe general toxic symptoms 
and be responsible for these late shocks. The question arises as 
to whether any of the heavy oedematous uteri of the early dys- 
tocia shock deaths may be very early stages of this complete 
necrosis. If so, it can be only in occasional cases in view of the 
rarity of the late necrosis. The possibility of a fulminant infec- 
tion in these cases must also be borne in mind. 

Retained placenta. In the early deaths from shock there is 
little or no abnormality in the uterus. In the later deaths from 
shock, at 6 to 10 hours post-partum, the uterus sometimes shows 
the large, soft oedematous appearance and weighs I100 or 1200 
gm. In one late death from shock, 21 hours after a delivery 
with a retained placenta, the uterus showed the same complete 
necrosis as in the two dystocia cases and weighed 1600 gm. 


Ovaries. 

Haemorrhages into the ovaries are sometimes seen in 
cases of obstetric shock, usually in cases in which there are 
also small subperitoneal haemorrhages near the cornua of the 
uterus. They are also seen in the cases with complete necrosis 

228 





THE PATHOLOGY OF OBSTETRIC SHOCK 


of the uterus, but, rather surprisingly, in only one of the cases 
of utero-placental apoplexy. The haemorrhage spreads through- 
out the stroma, but only rarely affects the follicles and never 
the corpus luteum. It does not appear to be due to manual 
trauma—it was seen at laparotomy in one case of spontaneous 
rupture of the uterus. 

While it is not common, it has only been found in cases of 
obstetric shock, and could presumably play a part in producing 
the shock. 


Pelvic Floor. 

Oedema of the parametrium and pelvic tissues is an 
occasional finding which does not appear to be very closely 
related to shock. It is present in patients with gross necrosis of 
the uterus and in certain other cases of shock, particularly those 
associated with hypertensive toxaemia: it is also sometimes 
found in uncomplicated cases of eclampsia. Even when the 
oedema seems quite considerable, the total weight of the para- 
metria and pelvic connective tissues is only about 300 or 400 gm. 
This amount of fluid loss is not sufficient to be used as an ex- 
planation for obstetric shock along the lines of the work of 
Blalock and others. 

Before leaving this subject, mention must be made of a sug- 
gestion of Miles Phillips'® that there might be unsuspected tears 
in the muscles of the pelvic floor. Unfortunately the pelvic floor 
is rarely examined in great detail at post-mortem, but any 
damage sufficient to produce local haemorrhage is easily recog- 
nizable. The only places where this has been seen are around 
ruptures of the lower uterine segment and occasionally between 
the bladder and the symphysis pubis. 

Congestion and oedema or ulceration of the trigone of the 
bladder are standard findings in the patients dying from dystocia, 
and are often associated with an early acute pyelonephritis affec- 
ting both kidneys. 


Stomach. 

Acute dilatation of the stomach with air is a rather com- 
mon feature in deaths from shock after a dystocic delivery; 
it is less frequently seen in the other types of obstetric shock. 
Its significance is not clear; presumably the vagus is implicated 
and the condition is to be regarded as an effect rather than as a 
cause of the shock. The upper part of the duodenum is not 
affected. 
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Pituitary Gland. 

A patient who dies of obstetric shock during the first 
I2 or 14 hours post-partum does not show any recog- 
nizable lesion, but if she survives the shock for a day or two 
and then dies, there is usually necrosis of the anterior lobe of 
the pituitary gland. This is particularly common if the shock is 
associated with much haemorrhage. The necrosis may be large 
or small, depending on the severity of the shock. It appears to 
be only a result of the general circulatory collapse of the patient. 
The lesion probably begins at about the time of the shock, but 
it takes several hours to become histologically recognizable. 

During the initial stages, before the necrosis can be found 
histologically, there is presumably some functional disturbance 
of the anterior lobe. The question arises whether, in this incipi- 
‘ent phase, the lesion can produce any immediate bad effects. 
Certainly many patients with almost complete necrosis of the 
anterior lobe recover from their shock and either die in the puer- 
perium or survive. But is the preliminary functional disturbance 
a factor assisting in the death of some of the obstetric shock 
patients? The only relevant evidence comes from rats. In the 
normal rat, hypophysectomy is a simple operation with a neg- 
ligible mortality. If, however, the hypophysectomy is done on 
rats at the time of delivery, all the rats pass into a state of col- 
lapse and die. This has been shown by Jeffers’’ and confirmed 
by Oastler and Black working in Glasgow (unpublished observa- 
tions). While this is very suggestive, any analogy between rats 
and human beings must of course be made with the greatest 
caution. 


Other Organs. 

In view of the findings in other types of shock, it may 
be noted that in obstetric shock specific lesions have not 
been found in the adrenals or the brain. The spleen may be 
quite large, but this is a common finding in multiparae who die 
from any cause. 
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Hormonal Gynaecological Pathology and its 
Clinical Aspects 


BY 


J. Horpaver, M.D., F.A.C.S. 


THIS young and vigorous branch of gynaecology is the result of 
dynamic developments in a field of absorbing interest that has 
contributed extensively to our information concerning various 
gynaecological conditions, the aetiology of which had, until com- 
paratively recently, resisted a favourable analysis. At present 
actively cultivated, the new trends of research and clinical corre- 
lation have afforded sufficient basis to consider disorder of hor- 
monal balance a fundamental factor in the pathogenesis of a 
variety of gynaecological lesions. Ever since investigators 
embarked upon the endocrinologic aspects of organic disorders, 
normal and abnormal gynaecological phenomena exercised a 
peculiar fascination and opened unsuspected horizons to the 
vision of a number of assiduous workers in this domain. Care- 
ful spade work has brought their efforts to fruition. While for 
decades gynaecological pathology was limited to the gross and 
microscopic study of specimens and their classification under 
certain headings, recent information obtained from connected 
sets of data, established on an experimental basis, tends to shift 
the emphasis from the anatomy of tumours to an increasing ap- 
preciation of disordered activity of the female organs as a conse- 
quence of a disturbed balance of their endocrine mechanism. 

Out of a welter of new observations has emerged the impor- 
tant fact that the sex specific endocrine substances have an 
amazingly more pronounced effect against the tissues upon which 
they normally act as a stimulus. For the profitable discussion of 
certain gynaecological disease entities, a clearer concept of the 
whence and why of certain structural alterations in the uterine, 
ovarian, and mammarian tissues, may emerge from an adequate 
understanding of their hormonic control. 
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THE SECRETORY INTERRELATIONS OF THE HYPOPHYSIS 
AND THE GONADS. 


That neither the ovary nor the pituitary is absolute sove- 
reign, but that a dynamic equilibrium is maintained by a 
balance of play and a reciprocal control between the internal 
secretions of these two structures has been pronounced, in 1924, 
by the writer in his advocacy that, while follicular development 
and formation of the corpus luteum are stimulated by the 
gonadotropic hormones produced by the pituitary, folliculin in 
turn reacts upon the anterior lobe.’ These interrelations have 
since been abundantly confirmed, notably by Evans and Simp- 
son,” and Engle’; while to Schroeder* belongs the credit of having 
correlated the various phenomena of proliferation of the uterine 
glands and stroma, with the individual stages of secretion of 
folliculin and progestin. It is worthy of note that for the normal 
event of the ovarian-uterine cycle, normal function of the 
thyroid and the adrenal cortex also constitutes an essential 
element—both of these structures known to be subservient to the 
pre-pituitary. 

Concerning the structural changes which occur in the hypo- 
physis subsequent to the administration to laboratory animals of 
moderate amounts of oestrin for a short period of time, con- 
troversy still exists. Our observations are in accord with the data 
reported by Leiby,’ Montpellier,“ and Clauberg’ to the effect 
that the pituitary of experimental animals which were injected 
for one week with theelol or theelin, undergoes slight hyper- 
trophic changes. Pituitary enlargement resulting from the multi- 
plication of the chromophobe cells which gradually replace the 
basophilic and later the acidophilic elements, and formation of 
true adenoma in the anterior lobe consequent upon the adminis- 
tration over a long period of time of large doses of oestrogenic 
substances, have been observed by Cramer and Horning* and 
Lacassagne.° 

The subordination of uterine activity at the moments of 
puberty, menstruation, pregnancy, and the menopause, to the 
ovary and in turn to the secretion of the adeno-hypophysis is 
well recognized. The integrity of the uterine structures as pre- 
dominantly determined by the state of equilibrium in the an- 
terior pituitary is elucidated by the observation that following 
the removal of the anterior lobe of the hyphophysis of Roentgen 
irradiation of this gland with heavy doses in puppies, growth 
and development of the generative tract ceases and maturation 
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of ovarian follicules does not occur—an experimental fact con- 
clusive of the relation between the pituitary and the ovary. In 
addition to the suppression of ovarian activity through such ir- 
radiation, abeyance of anterior pituitary function is reflected in 
the atrophic condition of the thyroid and the adrenal glands. 
(Lawrence.’*) 


ENDOMETRIAL HYPERPLASIA. 


The keynote of the recent basic studies on this important 
gynaecological condition is to consider not only the uterine mani- 
festations of the disease, but also the phenomena in the associated 
organs such as the ovary and the hypophysis. While the histo- 
logical picture of hyperplasia of the endometrium as that of an 
overgrowth of its epithelial and stromal elements and an active 
proliferation and dilatation of the uterine glands is now fairly 
well established, some phases of the correlated ovarian pathology 
are still matter of debate. According to R. Meyer,” the ovarian 
stimulus to the endometrium is supplied by a succession of ripen- 
ing follicles which fail to reach the stage of ovulation. The 
follicular cysts so commonly present in the ovaries in cases of 
endometrial hyperplasia are the source of a hormone which, in 
the absence of opposing hormones normally elaborated by the 
corpus luteum, acts as a powerful and prolonged stimulus to the 
endometrium. Accordingly, most writers are inclined to ascribe 
the alterations of the endometrial pattern to a pure hyperfollicul- 
ism. Follicular cysts have been found to harbour a fluid with a 
high degree of oestrogenic activity. In addition the investigations 
of Siebke’’ revealed a consistently high concentration of follicular 
hormone in the blood of patients presenting endometrial hyper- 
plasia. While until quite recently the low level of function of 
the corpus luteum as aetiologically related to the lesion under 
consideration, was determined by the microscopic findings in the 
endometrium—specifically, the degree of failure in the develop- 
ment of the secretory phase of the endometrium indicated an 
absence or low value of corpus luteum secretion—recent data on 
this disorder obtained by Randall’* and associates stress the sig- 
nificance of subthreshold levels of pregnandiol in the urine as an 
index of insufficient function of the corpus luteum. 

Failure of follicle rupture resulting in a persisting follicle 
which stimulates the abnormal growth of the endometrium and 
prevents the formation of corpora lutea, has been persistently 
claimed by Schroeder as the central aetiological factor of 
endometrial hyperplasia. However, the extensive studies of 
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O. Frankl and others, were unable to substantiate such findings 
in the ovary and emphatically designate the ovarian pathology 
as being due to the presence of folliculin-producing cysts of the 
type of granulosa-cysts. Certain abnormalities of structure and 
function of the walls of the blood-vessels in the uterine mucosa 
may be related to the deflection of ovarian function. 

That some factor outside of the ovary may be the determining 
agent in adenocystic hyperplasia had been suspected by V. 
Behring,’* Shaw,'* and Schroeder. The experimental studies 
reported by the writer, in 1930, represented the- first successful 
effort in this field, demonstrating that a certain well-defined 
endocrine element in the picture occupies a key position.’ 
Animal experimentation has since continued to be an important 
sphere of research activity in this clinical-pathologic entity. 
Realizing that the problem of endometrial hyperplasia represents 
principally a problem of growth, in a search for the growth sub- 
stance involved, Hofbauer administered parenterally to guinea- 
pigs alkaline extracts prepared from the anterior pituitary. Most 
of his later experiments, however, were performed with the 
repeated implantation into the thigh, of fresh fragments of 
anterior pituitary substance obtained from oxen. The impressive 
parallel observed in every detail between the histologic picture, 
in these experiments, of the uterine mucosa as well as of the 
correlated ovarian lesions (small cystic degeneration with folli- 
cular atresia, and absence or scarcity of luteinization), and the 
phenomena in hyperplasia proper, served to throw into relief 
the significance of the pituitary impulse in the mechanism of 
hormonic imbalance peculiar to the condition under considera- 
tion. The deliberate use of the term ‘‘ Hyperplasia endometrii 
pituitaria’’ served to stress the conception that the various 
elements of the uterine mucosa are excited to hyperplastic growth 
by oestrogenic substances stimulated by a hormone from the 
hypophysis and possibly by intermediate hormonic substances 
It was 3 years later that these experimental results were fully 
confirmed by the elaborate and extensive studies of Chilese."* 
Encouragement was also derived from the demonstration by 
Teel, of typical endomentrial hyperplasia in two cases of early 
acromegaly; the observation made by O. Frankl of marked 
hyperplasia of the prepituitary in a case of excessive endometrial 
hyperplasia; and the findings of Siebke of anterior pituitary hor- 
mone in the blood of a certain number of patients exhibiting 
endometrial hyperplasia. 

On the aetiology of ‘‘small cystic degeneration of the ovary,”’ 
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which is known frequently to coexist with hyperplasia of the 
endometrium, new light has been thrown in recent years. Folli- 
cular cysts of the ovary were described as an almost invariable 
accompaniment of the lesion, by Shaw and R. Meyer. Ovarian 
changes closely resembling the lesions produced in the guinea- 
pig’s ovary by prepituitary implants, as detailed above, were 
described as the result of parenteral administration of anterior 
pituitary substance in the monkey, the rat, the mouse, and the 
dog, by Engle, Teel, and Siegmund."’ In this connexion, it 
should be borne in mind that the mode of action of intra- 
muscularly implanted anterior pituitary (loss of the luteinizing 
and increase in the follicle-maturing and atresic effect) differs in 
its results in experimental animals, in accordance with the 
method of implantation used. Zondek'* and Geist'* reported 
during the past few years the development in the human of 
multiple cyst formation in the ovary following the administration 
for many weeks of prolan, antuitrin S, or allied substances, as 
eloquent of the modus operandi. 

An elementary corollary of this view has been supplied by 
the admirable studies of Kraus”® who established a distinct rela- 
tion between small-cystic degeneration of the ovary and exces- 
sive production of anterior pituitary hormones, aetiologically 
related to increased intracranial pressure. Considerable evidence 
thus suggested a pituitary origin of the phenomena discernible in 
the ovaries and in the uterine mucosa in endometrial hyper- 
plasia. This view is further strengthened by the clinical obser- 
vation that ovarian enlargement resulting from the presence of a 
follicular cyst, not infrequently ensues in the wake of ovarian 
resection. Of 18 patients with endometrial hyperplasia observed 
by Graves, 4 had had a previous unilateral odphorectomy. 
Accordingly, the limitations of the extent to which, individually, 
the ovary may be capable of utilizing the normal or an excessive 
anterior pituitary stimulus, are becoming increasingly obvious. 
It is in the extremes of ovarian activity, menarche and approach- 
ing menopause, that overstimulation of the ovary is rather 
common. In the former, the greater receptivity or responsiveness 
of the ovarian follicles to the pituitary hormone is probably due 
to the fact that the ovary has not yet become sufficiently 
habituated to the new events, while in the latter, the lowered 
vitality of the follicles coexists with an increase of gonadotropic 
and lessening of luteinizing anterior pituitary activity. Indeed, 
it is in these epochs that true endometrial hyperplasia pre- 
dominately occurs. 
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The general discussion centring upon the experiments per- 
formed during the past few years on animals with a view of 
reproducing the characteristic endometrial features of the lesion 
under consideration, by injections of oestrogenic hormones 
(Burch,”’ Parkes,*” Zuckermann,”* and Nelson) does not take into 
account the hyperplastic changes which occur in the anterior 
hypophysis, subsequent to the administration of oestrogenic sub- 
stances. Moreover, the cellular and glandular picture identical 
with that found in human hyperplasia only occurred in the 
spayed animals of their group. Hyperplastic changes in the 
anterior lobe, notably an increase in the number and size of the 
basophilic elements have been found, both in man and experi- 
mental animals, following castration or spontaneous cessation 
of menstrual function. Considerable amounts in the blood of 
castrated women, of pituitary substances originated from the 
anterior lobe have been found by Siebke and Zondek. A final 
analysis, therefore, is hardly possible as to whether the pheno- 
mena observed in the uterine mucosa in such experiments are due 
solely to a direct oestrogenic action or may, in some measure, 
be the result of the stimulation of the pituitary by the oestro- 
genic hormones administered. Indeed, in the opinion of several 
competent investigators (Asher, Magath and Rosenfeld Clau- 
berg), the effect of an oversupply of folliculin is conditioned by 
the state of heightened activity of the hypophysis. We find it 
difficult adequately to ascribe the endometrial changes in hyper- 
plasia to purely an excessive oestrin stimulus of undetermined 
origin and are rather inclined to implicate a combined effect of 
an oestrin and a pituitary factor. 

With the foregoing in mind, in an effort to ascertain the 
immediate effect of the anterior pituitary on the uterine mucosa, 
that is to say without registering its effect through the agency of 
the ovary, experiments were performed in spayed animals with 
intramuscular implants prepared from the pituitaries of oxen. 
Our experiments revealed that the hyperplastic reaction, in such 
circumstances, was limited to the basalis and did not involve the 
upper layers of the endometrium. Deductive reasoning that the 
functionalis is under the control of the ovarian hormone was 
obvious. In another series of carefully controlled experiments, 
we intended to eliminate the factor of atrophy of the uterine 
mucosa which occurs shortly after castration; in consideration 
of the fact that as the interval after castration is prolonged, the 
quantity of hormone required to produce a reaction is increased. 
On the sixth day following bilateral o6phorectomy, prepituitary 
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substance was implanted intramuscularly and later, at weekly 
intervals, during the next fortnight. The accompanying photo- 
microgram well illustrates the uterine mucosal structure obtained 
in mature guinea-pigs under such experimental conditions. The 
mucosa appears thickened. Most conspicuous is the remarkable 
change which has taken place in the differentiation of the endo- 
metrial layers. Normally, the basal layer with its dense stroma 
and the embedded fundi of the endometrial glands, does not take 
any part in the menstrual cycle, while the superficial endometrial 
strata respond to the cyclic ovarian stimulus; hence the term 
functionalis. By way of contrast, in the specimens under con- 
sideration, the basalis consists almost exclusively of actively pro- 
liferating glands and very scanty intervening stroma. Contrary 
to these phenomena of marked activity in the basal layer, the 
upper part of the mucosa shows the contours of the epithelial 
and connective tissue elements ill-defined, their nuclei lightly 
stained, and in places, hardly discernible. 

According to the current view it is the progestational hormone 
par excellence which causes the dilatation and branching of the 
uterine glands with deep embedding, while the oestrogenic hor- 
mone produces the cyclic growth of the endometrium, yet has 
little effect upon the development of the glandular system of the 
mucosa. In our observations, an exuberantly overgrown basalis 
co-existent with a disintegrating functionalis represents the pro- 
found change which occurs in the uterine mucosa in response to 
the anterior pituitary stimulus, with ovarian activity in 
abeyance. The structure shows all the earmarks of the condition 
designated adenoma simplex. Clinically, diffuse adenoma of the 
endometrium occurring in advanced age represents a blastoma 
with malignant potentialities, as first suggested by R. Meyer and 
Schroeder. 

The foregoing considerations are not intended to invoke a 
basically endocrine origin for all instances of endometrial hyper- 
plasia. It must be observed that sufficient clinical data pointing 
to the significance of neurovascular disturbances related to the 
pathogenesis of the disease have been assembled in recent years, 
such as pelvic inflammatory conditions and long continued pelvic 
hyperaemia, whether active or passive. Among conditions pro- 
ductive of active hyperaemia may be mentioned certain sex 
difficulties, including excessive sexual activity, imperfect coitus 
and masturbation, while a condition of chronic uterine engorge- 
ment may occur incident to venous stasis in the pelvis or to 
changes in the position of the uterus, notably retroflexion and 
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descent. It is also well to remember that congestion of the 
ovaries, hyperaemia of the cervix, turgor and slight enlargement 
of the uterus are not infrequently seen in association with endo- 
metrial hyperplasia. Passive congestion evidently may account, 
in many cases, for the development in the ovary of multiple 
small cysts. Brief reference is also necessary to the fact that the 
pelvic plexus of the autonomic nerves is finally affected by pro- 
longed pelvic congestion, with certain clinical manifestations in 
its train. Endometrial hyperplasia associated with granulosa cell 
tumour of the ovary, along with the hypertrophy of the uterus, 
results from the increased oestrogen production of the tumour. 

Of incidental interest is our observation in recent experiments 
on mature guinea-pigs of the characteristic picture of glandular 
cystic hyperplasia of the endometrium, as the result of the 
repeated implantation into the musculature of the thigh, of frag- 
ments of fresh calf’s liver; possibly representing the effect of a 
growth-promoting principle related to vitamin A. 

No remarkable ovarian pathology was noted. A character- 
istic feature in these experiments, however, was the occurrence 
of extreme hyperaemia of the pelvic organs, even more marked 
than in the experiments with implantations of pituitary sub- 
stance. Interestingly enough, in a detailed study with the im- 
plantation of small pieces of spleen, kidney, suprarenal, thyroid, 
and other structures, marked hyperaemia of the pelvic organs 
was not noticeable nor, indeed, endometrial hyperplasia. 


ADENOMYOSIS UTERI AND ENDOMETRIOSIS. 


The term adenomyosis designates the occurrence in the 
uterine wall of growths which contain in combination, smooth 
muscle and endometrial tissue. The lesion produces a non- 
circumscribed, more or less symmetrical enlargement of the 
uterine body usually of moderate dimensions, but occasionally 
may attain the size of a 3 months’ pregnant uterus. Growths of 
the type of adenomyosis are not as sharply defined as true 
myomata; since they are not provided with a definite capsule, 
separation from the surrounding tissue is difficult. While in the 
majority of cases the lesion is essentially a diffuse infiltrating 
process, the growth may also manifest itself grossly as scattered 
knot-like tumours which give the impression of myomata on pal- 
pation. The microscopic picture is characterized by the presence 
of endometrial glands surrounded by hyperplastic cytogenous 
stroma; in places, the glands may be ensheathed by a mantle of 
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hyperplastic smooth muscle. It is now almost generally accepted 
that such endometrial growths which spread deeply in all direc- 
tions into the underlying musculature, can be shown to be in 
continuity with the rest of the endometrium. These endometrial 
invasions may or may not, or only to a moderate degree partici- 
pate in the cyclic changes of the true functional endometrium. 
During the menstrual phase, however, intense active hyperaemia 
always occurs in these islets, not infrequently resulting in 
hemorrhages into the dilated glands. In consequence of these 
phenomena, the size of such uteri which are the site of adeno- 
myosis undergoes definite cyclic changes. 

Clinically, not a single cardinal symptom can be pointed out 
as pathognomonic of the condition. The patients not infrequently 
complain of acquired intense dysmenorrhoea, which is due to the 
increased tension produced during the premenstrual and the 
early menstrual period, in the isolated islets of endometrium. 
In our observations, profuse irregular bleeding of one to two 
weeks’ duration was noted in one-third of the cases. Significantly, 
in such cases curettage or the application of radium does not 
remedy the bleeding. Concordant with the above anatomic 
facts, marked cyclic changes of the enlarged uterus with an in- 
crease in size particularly noticeable during the premenstrual 
stage, represent a feature of some diagnostic value. The great 
majority of cases of uterine adenomyosis occur late in sexual 
life, i.e. in women between 41 and 50 years. 

In view of the almost constant association of endometrial 
hyperplasia with adenomyosis, the endocrine aspect of the lesion 
was studied in 8 cases of our series through the determination of 
gonadotropic and oestrogenic substances in the blood and in the 
urine. A superthreshold level was found in 5 cases, and the 
excretion of a follicle-ripening principle in the urine in the 3 
remaining. Our inadequate knowledge, however, regarding the 
absorption, utilization, inactivation, and threshold of excretion, 
of the hormones in question calls for considerable reserve in 
interpreting endocrine aspects of lesions, through results of blood 
or urine analysis. Collateral experimental evidence, however, 
would tend to support the concept of a powerful hormonal 
stimulus to cell growth, in the aetiology of the lesion. Significant 
facts which have emanated from the experimental studies of 
H. Pierson,** Lacassagne, and ourselves, with the administration 
of oestrin to rabbits for several months, readily point the way to 
an understanding of certain phenomena observed in adeno- 
myosis. The proliferation of the uterine glands may become 
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Photomicrograph of ovariectomized guinea-pig’s uterus, 
showing the effect of three intramuscular implantations 
of anterior pituitary substance. ( x 90) 
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most remarkable under such experimental conditions; they 
ramify and invade the uterine muscle layers and may even reach 
the subserous stratum. 

In view of the close similarity of such observations in adeno- 
myosis on one hand and experimental specimens on the other, 
one cannot avoid interpreting adenomyosis as a manifestation 
of the response, varying in degree and extent, of the mucosa and 
the uterine wall to an excess of oestrogenic and gonadotropic 
hormones, with lowering of resistance of the uterine wall toward 
the inroads of the uterine glands as a coincident feature. With 
a decrease of resistance of the uterine muscle and a rise in the 
gonadotropic secretion of the pituitary incident to the menopause 
well established, we seem to be within the mark in maintaining 
that the pathogenesis of adenomysis uteri, if viewed in the light 
of excessive hormonal activity, is no longer utterly obscure. 
Hormone assays are not yet competent in the problem. 

On the other hand, present speculation concerning under- 
lying endocrine factors in the development of ectopic endometrial 
tissue is notable for its vagueness. However, a clue toward the 
elucidation of certain phases of the problem may be obtained 
from the appreciation of the marked resemblance of the topo- 
graphic distribution, of ectopic decidua and endometriosis. 
Evidence has been adduced by the writer, 10 years ago, demon- 
strating the formation, in certain instances of toxic premature 
separation of the placenta of aberrant decidua and unstriated 
muscle and gland-like structure on certain areas of the posterior 
aspect of the uterus. These occurrences were interpreted as pheno- 
mena of metaplasia of the peritoneal mesothelium and of un- 
differentiated sub-coelomic elements of mesenchyme, secondary 
to an activating endocrine stimulus. Realization of the remark- 
able increase of prolan excreted in premature placental separa- 
tion (Teel*’) gave support to the theory that the secretion of the 
anterior lobe of the hypophysis or the hypophyseal-like hormone 
of the placenta may act as the stimulating agent of these meta- 
plasias. In a recent series of experiments which will be detailed 
elsewhere, cylindrical epithelium and epithelial invaginations 
resembling gland-like structures were discernible in the peri- 
toneal covering of the pelvic organs in some animals which had 
received intraperitoneally, injections of blood or follicular fluid, 
and parenterally, anterior pituitary preparations. Such observa- 
tions, if sustained, may serve as a guide in our concepts of the 
origin of the lesion under consideration. 
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CONGENITAL EROSION. 


That the occurrence of swelling and secretion of the breast in 
the newborn coincides with the urinary excretion of large quanti- 
ties of oestrin and prolan, and, therefore, represents its response 
to the intra-uterine maternal hormonal impulses which reach 
the foetal circulation by way of placental transmission, has 
been established by the studies of Winter*®. With these occur- 
rences in the breast, the development of congenital cervical 
erosion shares identity of aetiology. Histologically, the lesion 
resembles the glandular type of erosion of adult life. In pre- 
vious studies of ours the occasional occurrence of maturation of 
follicles in the newborns’ ovary with the accumulation of an 
appreciable amount of follicular fluid due to hormonic stimula- 
tion was observed.'? However, any remarkable alteration of the 
pattern of the uterine mucosa incident to the ovarian phenomena 
was not noticeable. 

The occasional development, in pregnant women, of cervical 
papillary erosion during the last trimester of gestation, may well 
be referable to an excess of oestrin in their blood (Shaw). 


METAPLASIA AND HYPERPLASIA OF THE CERVICAL EPITHELIUM. 
One of the most interesting facts disclosed in the experimental 


studies of recent years is the occurrence of localized infiltrating 
epithelial downgrowths into the substance of the cervix of labora- 
tory animals, following the repeated injections of alkaline 
extracts prepared from the anterior pituitary or the repeated 
intramuscular implantations of fragments of this gland tissue 

Such formations consist of deeply stained epithelial prolongations 
arranged in columns, originating from the vaginal surface of the 
uterine cervix and penetrating deeply into the connective tissue ; 
horn-pearls are visible in discrete places. Atypical epithelial 
hyperplasia with strands of cuboidal cells encroaching upon the 
underlying tissues and surrounding the cervical glands was also 
observed in our studies. An additional interesting feature was 
the occurrence of metaplasia of the columnar cervical epithelium 
to stratified cuboidal epithelium. Such profound alterations in 
the character of cellular morphology, i.e. cellular hyperplasia of 
the cervical epithelium and heteroplastic transformation to the 
squamous type, were heretofore designated as results of chronic 
irritation. To such cellular irregularities the terms epidermiza- 
tion and precancerous lesions have been loosely applied; the latter 
term signifying that such lesions may, in certain circumstances, 
predispose to malignant disease, yet without any generalization 
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which would in any way imply that this course of epithelial 
events be inevitable. The fact disclosed in the studies referred to 
above,’@ that in a localized area of cervical tissue a pathological 
condition may develop, characterized by increased cellular pro- 
liferation or metaplasia, due to an excess of sex hormones, con- 
stituted a radical departure from the views heretofore held. It 
ushered in a new approach to the cancer problem. 

Acrid criticism was, at first, hurled against this new phase of 
experimental research. Full confirmation of our findings, how- 
ever, came 3 years later from the studies of Van Weering,*’ who 
used an identical technique in his experiments. Strong impetus 
to the new concept was added by the experimental work on 
monkeys by Allen and Overholser,** Engle, Zuckermann, and 
on rodents by Kaufmann and Steinkamm,” Lacassagne, and 
Pierson. Stimulated by Hofbauer’s reports, these investigators 
produced in the uterine cervix structural changes closely resem- 
bling the phenomena detailed above. Looking at the subject 
from a broad and unprejudiced point of view, the tenet is now 
prevalent that in the monkey, the guinea-pig, the rabbit, and 
the rat, concrete evidence has been obtained showing that 
Ovarian or anterior-pituitary hormones may represent an initi- 
ating factor in the production of metaplastic and hyperplastic 
lesions of the cervical epithelium. In other words, the atypical 
growth response of the cervical epithelium to excessive stimuli 
of ovarian-follicular hormone or anterior pituitary growth hor- 
mone, i.e. irritation by substances of internal origin, runs essen- 
tially parallel to the epithelial reaction produced by chronic ex- 
ternal irritation. Emphasis is placed on the unique position of 
the structures of the female generative organs as regards their 
response to such hormonal stimuli. 

The direction in which further interest in the subject is re- 
vealed is illustrated by the studies of Collip*® and Gumbrecht,*’ 
who experimentally produced metaplasia of the epithelium of 
the corpus uteri by the prolonged administration of ovarian 
hormones. Of particular interest are the recent experiments of 
Hisaw and Lendrum,*” Herold and Effkemann,** Korynchevsky 
and Hall.** These investigators found that the concomitant 
administration of corpus luteum hormone reduces or may even 
completely prevent the occurrence of metaplastic changes of the 
cervical epithelium resulting from oestrogens. 

A remarkable proliferative activity of the cervical columnar 
epithelium, characterized by stratification, mitoses, formation of 
epithelial tongues and patches of cuboidal cells with invasive 
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character, has been found to occur during gestation.’ The 
epithelial downgrowths, however, never transcend the basement 
membrane. The mode of origin of these epithelial proliferations 
in the uterine cervix during pregnancy was found to be either 
a multiplication of the surface epithelium or a remarkable 
activity of basal squamous infra-epithelial cells along the base- 
ment membrane; and the point was stressed that the process 
does not possess the general characteristics of malignancy. The 
abundance in the blood of the pregnant woman of oestrin de- 
serves first consideration as the probably causative factor of 
the epithelial events occurring in the pregnant cervix. If we 
remember that the proliferating tongues of cuboidal cells men- 
tioned before have not been reproduced experimentally with 
oestrin administration, yet occurred in experiments with implan- 
tations of bits of anterior pituitary, the anterior pituitary-like 
substances present in the blood of the pregnant woman may 
judiciously be likewise regarded a determining factor in these 
formations. Consideration of the significance of the proliferation 
of the cervical epithelium during gestation as predisposing to 
cervical malignant disease will be the subject of discussion in 
another chapter. 


CHRONIC Cystic MASTITIS. 


On the basis of experimental evidence, the regulation of 
development and differentiation and the preservation of struc- 
ture and function of the mammary glands by the sex hormones 
has been fully appreciated. To the diffuse neoplastic processes 
occurring in the human breast with the production of nodular 
lesions, inclusive of various forms of epithelial proliferation and 
formation of cysts and papillary excrescences, the terms chronic 
cystic mastitis, fibrosis mammaria cystica, and chronic cystic 
hyperplasia of the breast have been loosely applied. Suggestive 
evidence for an endocrine factor concerned in their aetiology is 
derived from the clinical experience that they occur almost ex- 
clusively in the female breast, and further, that the condition 
becomes aggravated during the week before the menstrual 
period. Experimentally, proliferation of the mammary ducts, 
formation of mammary cysts and of papillary and acinar epithe- 
lial hyperplasia by the continued injection of rodents with fol- 
licular hormone, has been reported by several investigators 
(Harold Burrows,*’ Lacassagne, Geschickter,** Herold and 


Effkemann). The occurrence of such morphologic changes in- 
duced by oestrogenic compounds favoured the assumption of the 
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aetiological significance of an excess of oestrin or an abnormal 
quality of the oestrin elaboration, or an abnormal response of 
the mammary tissue to oestrin, and it appeared appropriate 
to describe increased and prolonged production of follicular hor- 
mone in the human as the pathogenetic agent in chronic cystic 
mastitis. In this connexion, the observation of Taylor*’ of the 
comparative frequency of follicular cysts in the ovary of patients 
suffering from chronic mastitis is worthy of note. On such 
grounds, the term oestrogenic mastopathy has been suggested 
by Burrows. Quite recently, the remarkable fact has been estab- 
lished in experiments on rats that the simultaneous administra- 
tion of corpus luteum may inhibit the development in the breast 
of cystic hyperplastic lesions resulting from an excess of oestrin. 

The structural analogy, chemically, of oestrin and certain 
carcinogenic hydrocarbons has been invoked by several writers 
in recent attempts to support the hypothesis of an oestrogenic 
factor essentially involved in the aetiology of carcinoma of the 
breast. Consideration, however, of a similarly close parallel of 
the chemical formulae of certain carcinogenic hydrocarbons and 
progesterone rather tends to invalidate such trends of reasoning. 
In experimental researches, no malignant change ever occurred 
in the breast following the prolonged administration of corpus 
luteum preparations; on the contrary, such preparations rather 
seem to exert a protective action. Consequently, that singularly 
attractive approach to the subject notwithstanding, the theory of 
gradation from chronic cystic mastitis to adenocarcinoma in 
man on a quantitative endocrine basis will hardly claim un- 
qualified approval. The knowledge on this subject is still un- 
satisfactory. It is worthy of note, however, that there exists a 
remarkable preponderance of opinion among clinical observers 
that chronic mastitis does not necessarily represent a potentially 
_ malignant lesion. 


ENDOCRINE ACTIVITY IN MALIGNANT NEOPLASTIC DISEASE. 


There is probably no endocrinological subject where a greater 
need exists for a critical evaluation of experimental findings and 
their cautious application to human disorders. In recent years, 
the concept of a distinct relation between the biological action of 
the female sex hormones and the occurrence of tumours in hor- 
mone-controlled organs has been established on concrete indica- 
tions. Arguments derived from what has already been presented 
before tend to sustain the view that the factors which govern 
normal growth and differentiation of these tissues may predis- 
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pose to the development of pathologic proliferation, if the 
organism is exposed to the continuous action of excessive 
amounts of hypophyseal and ovarian hormones. In unabated 
continuing research, upon the vital and most pressing problem 
of malignant transformation of epithelial proliferations and meta- 
plasias, the ablest scientific minds have been concentrated, and 
it is not irrelevant to remember that on an ever-widening scale 
prominence is given to secretory abnormalities in the anterior 
lobe of the pituitary in the discussion of such intricate processes 
which may initiate abnormal growth phenomena within the 
generative tract. 

The appearance of mammary carcinoma in male mice follow- 
ing long continued administration of oestrogenic substance 
(Lacassagne and Allen) reveals that the carcinogenic effect of 
oestrin is restricted to a tissue, remote from the site of application 
of the carcinogenic agent but possessing a specific physiologic 
sensitiveness to it. Yet, thus far it has been impossible in ex- 
periments of this type to observe a single instance of carcinoma- 
tous metastasis. Alternate injections of anterior hypophyseal 
extracts and oestrin are productive, in mice, of extensive pro- 
liferation of the metaplastic epithelium into the muscle layers of 
the uterus (Pierson, Kaufman). An adenocarcinoma in the 
uterine mucosa of a rat following trauma and extensive hor- 
monal (pituitary) stimulation has quite recently been observed 
by Halter (American Journal of Cancer, Vol. 33). 

In the human, the great influence exerted on the cellular 
behaviour of mammary tissue by folliculin from the ovary and 
prolactin from the hypophysis is well recognized. It is generally 
considered, however, that for malignant transformation, co- 
ordination of the inherent attributes of internal physiology, here- 
ditary and acquired predisposition, and some sort of an irritant 
is requisite. With this point of view broadly accords the present 
position of the theme of the origin of uterine carcinoma. In the 
maze of contradictory opinions in this field, a few facts are 
gradually clarifying themselves. While until recently the text- 
books revealed harmony on the subject, namely that trauma to 
the cervix incident to labour and its sequalae, i.e. lacerations 
and consequent inflammatory processes, must be considered the 
keystone in the discussion of the predisposing causes of the 
disease, quite a few cases of extremely early cervical carcinoma 
have of late been produced by competent writers where there 
was no laceration or infection (Lockyer,** Kearns**). These ob- 
servations carry the inference that we have to search for another 
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approach to the problem. The cellular alterations which occur 
in the cervical epithelium during gestation may bear some 
relation to the problem inasmuch as pre-existent epithelial pro- 
liferation, whatever its origin, is given in recent discussions con- 
siderable prominence as a potential factor predisposing to malig- 
nancy. In other words, the acquisition of malignancy is related 
to previous non-neoplastic proliferation. Hyperplasia of the 
pre-existing epithelium is frequently demonstrable in the imme- 
diate vicinity of incipient carcinoma. In an analysis of the 
potential instigators of malignancy, another endocrine aspect 
requires emphasis. The well-defined hyperplastic lesions of the 
anterior hypophysis, known to occur in the wake of successive 
pregnancies and to be accentuated by the approaching meno- 
pause, point to a state of heightened activity of this glandular 
structure which, in the absence or abeyance of growth-inhibitory 
substances, may constitute an endogenous growth factor respon- 
sible for the atypical proliferation of the cervical epithelium. 
Within the pale of the aetiology of cervical carcinoma which 
chiefly occurs in the multiparous woman prior to and during the 
early stages of the menopause, consideration of such hormonal 
factors is in the ascendant; and it is becoming realized more 
and more that uterine and mammary carcinoma have their own 
specific aetiology. 

On the relation of the anterior pituitary to tumour growth, a 
sidelight is thrown by the observations made by Hartmann,*° 
Nitta, ** and Narimatsu,*? that alkaline extracts prepared from 
the anterior pituitary increased the number of takes in trans- 
planted carcinoma as well as the rate growth of these trans- 
planted tumours in the rat. Removal of the hypophysis or its 
destruction by radon seeds, or inhibition of hypophyseal activity 
following the irradiation of the animals’ heads with Roentgen 
rays, on the other hand, produced a striking retardation of tumour 
growth (Bischoff,** Druchrey and Hochwald,** Nitta). In paral- 
lel with such unassailable evidence, obvious therapeutic possi- 
bilities in the treatment of malignant lesions of the uterus and 
the breast may reveal themselves. Strides made in this direction 
are the favourable reports of the combination of irradiation of 
the hypophysis and local radium and X-ray application in cer- 
vical carcinoma and advanced carcinoma of the breast (Hof- 
bauer, in 1923, Volz,** in 1932). 
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Symmetrical Cortical Necrosis of the Kidneys 
BY 


M. J. L. STeninG, M.B., B.S. (SyD.). 


Senior Resident Medical Officer, Royal Hospital for Women, 
Paddington, Sydney, N.S.W. 


INTRODUCTION. 


SYMMETRICAL necrosis of the renal cortex was apparently first 
recognized in 1886 by Juhel-Rénoy in a girl of 16 years following 
scarlet fever.’ Since that time, and more recently particularly, 
cases have been reported of this extremely rare and usually 
fatal condition. 

The outstanding clinical features of this disease are anuria, 
either relative or total, marked and rapidly occurring nitrogen 
retention (azotaemia), and, frequently, almost complete absence 
clinically of uraemic signs and symptoms, the picture resembling 
that seen in bilateral obstruction of the ureters (surgical anuria). 

Although the condition occurs in both sexes, by far the 
majority of reported cases are in females, following a toxaemia 
of pregnancy, complicated particularly by retro-placental 
haemorrhage. It is reasonable to suspect its existence in any 
case of severe toxaemia in which suppression of urine occurs. 
This suspicion is strengthened if the suppression is preceded by 
the passage of a small quantity of blood-stained urine in a 
patient whose pregnancy has been complicated by revealed or 
concealed haemorrhage.” 

The rarity of the condition and the occasions upon which 
clinical findings, biochemical blood-figures, and subsequent 
pathological examination of the diseased organs could be cor- 
related, are sufficiently few to warrant publication of this case 
and its clinical history. 


CLINICAL HIsTory. 


The patient, Mrs. M., was admitted to the Royal Hospital for 
Women on September 7, 1938. She was 35 years of age, and 
this was her fourth pregnancy, having three living children. 
Her previous obstetrical history was uneventful, but she stated 
that she had had kidney trouble during her present pregnancy. 
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PRESENT PREGNANCY. 


The patient appeared to be in good health till the fifth month, 
when she was attended by her doctor for kidney trouble, 
having complained of swelling of the feet. This symptom con- 
tinued intermittently until the seventh month, when she was 
admitted to a private hospital. She was treated here for severe 
accidental haemorrhage by artificial rupture of the membranes. 
An eclamptic convulsion immediately preceded the occurrence 
of the haemorrhage. She was admitted to the Royal Hospital 
for Women on September 6th, 1938, that is, immediately after 
the haemorrhage. 


On admission the patient was drowsy and inco-operative. She was 
having moderate uterine contractions. Face pale with moderate orbital 
oedema. No oedema of ankles. Fundus uteri at level of 30 weeks’ utero- 
gestation. Foetal parts palpable. Breech presenting. Foetal heart- 
sounds absent. Blood-pressure: systolic, 210; diastolic, 140 mm. Hg. 
Per vaginam examination revealed some dark bleeding on examination, 
cervix taken up and two fingers dilated, membranes ruptured and full 
breech presenting. 

Catheterization revealed 30 c.c. (1 ounce) blood-stained urine in 
bladder. 


September 7, 1938. 

The patient was delivered of a premature macerated male infant 3% 
pounds in weight. The delivery was uneventful apart from the com- 
plication of the head gripped by the cervix. The third stage was normal 
and the placenta was expressed by Crede’s method. The placenta had 
a well-marked retro-placental haematoma, and its expulsion was pre- 
ceded by that of some old blood-clots. 

Six hours after confinement the patient passed 1 ounce of blood- 
stained urine. Blood-pressure: systolic, 190 mm. Hg.; diastolic, 130 
mm. Hg. 


September 8, 1938. 

The bladder was catheterized without obtaining any urine. The urine 
secreted since her admission to hospital, i.e. in 46 hours, was 2 ounces 
(60 c.c.) and was blood-stained. A provisional diagnosis of symmetiical 
cortical necrosis of the kidneys was made. She complained of blurred 
vision and black spots before her eyes, and she was nauseated and 
vomited several times. Hot kidney packs were applied. A 5 per cent 
dextrose in half per cent saline was commenced by continuous intra- 
venous drip.method. 

Blood-pressure: systolic, 210 mm. Hg.; diastolic, 140 mm. Hg. 
Urine excretion, nil. 
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September 9, 1938. 

The skin was encouraged to react to heat, and the loins were dry 
cupped. The bladder was catheterized 8-hourly, but the patient still 
remained anuric. 

Blood-urea, 110 mgm. per 100 c.c. Blood-pressure: systolic, 170 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, nil. 


September 10, 1938. 

The skin is acting freely with daily wet pack and 4-hourly kidney 
packs. Rectal fluids were given 8-hourly and retained, and the patient 
was taking copious fluids by mouth. Vomiting had ceased. The tongue 
was moist and her vision good. Her mind was clear. Administration 
of glucose by mouth in liberal quantities, but still anuric. 

Blood-urea, 230 mgm. per 100 c.c. Blood-pressure: systolic, 185 
mm. Hg.; diastolic, 125 mm. Hg. Urine excretion, nil. 


September 11, 1938. 

The same daily routine. A wet pack and hot kidney packs were 
applied, and intravenous and rectal fluids given. Vomited after food. 
The mental condition was slightly wandering. Anuria was still present. 
This is now the sixth day of anuria—the latter four being complete. 
There is no pulmonary congestion or oedema of the ankles. 

Blood-urea, 200 mgm. per 100 c.c. Blood-pressure: systolic, 180 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, nil. 


September 12, 1938. 
The skin is reacting well. Pallor appears more marked. Diuretics 
have been withheld. Still anuric. 
Blood-urea, 185 mgm. per 100 c.c. Blood-pressure: systolic, 155 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, nil. 


September 13, 1938. 

There is slight oedema of lower extremities. The dextrose saline in- 
fusion was replaced by 100 c.c. 25 per cent of glucose in distilled water 
intravenously twice daily. Catheterization produced 30 c.c. of thick urine 
containing microscopically many pus cells. Examination of fundus oculi 
showed both optic discs waxy and the surrounding retina oedema- 
tous. The arteries show some variation in calibre with tendency to nip 
veins. In the left eye there are a few scattered punctate splashes of 
haemorrhage and one definite cotton-wool patch of exudate adjacent to 
the superior temporal vessels. 

Blood-urea, 260 mgm. per 100 c.c. Blood-pressure: systolic, 190 
mm. Hg.; diastolic, 130 mm. Hg. Urine excretion, 30 c.c. 


September 14, 1938. 

Her general condition appears paradoxically to improve in spite of 
the mounting blood-urea and the persistent anuria. The skin is acting 
well. A blood-count reveals a severe secondary anaemia. Haemoglobin 
25 per cent, red cells 1,250,000 per c.mm. 
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Blood-urea, 282 mgm. per 100 c.c. Blood-pressure: systolic, 185 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, 8 c.c. 


September 15, 1938. 

Her condition is unchanged. The skin is reacting well. Catheteriza- 
tion drew off 15 c.c. urine which showed, microscopically, numerous pus 
cells, scattered red cells, and a few motile bacilli but no casts and, on 
culture, bacillus coli. 

Blood-urea, 310 mgm. per 100 c.c. Blood-pressure: systolic, 160 
mm. Hg.; diastolic, 115 mm. Hg. Urine excretion, 15 c.c. 


September 16, 1938. 

The patient is much weaker and very pale. Citrated blood 350 c.c. 
were given slowly by needle in the right cubital vein. Catheterization 
drew off 22 c.c. urine. 

Blood-urea, 277 mgm. per 100 c.c. Blood-pressure: systolic, 150 
mm. Hg.; diastolic, 110 mm. Hg. Urine excretion, 22 c.c. 


September 17, 1938. 
Her colour has slightly improved. Catheterization drew off 30 c.c. 
of urine. She is moderately restless with mental anxiety. 
Blood-urea, 235 mgm. per 100 c.c. Blood-pressure: systolic, 160 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, 30 c.c. 


September 18, 1938. 

Citrated blood 500 c.c. were given. Catheterization drew off 33 c.c. 
urine. Blood-count now shows haemoglobin: 35 per cent red cel!s 
2,040,000 per c.mm. 

Blood-urea, 210 mgm. per 100 c.c. Blood-pressure: systolic, 185 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, 33 c.c. 


September 19, 1938. 

She complains of epigastric pain after food, and vomited more yes- 
terday. Hiccough with occasional muscle twitchings of the upper limb 
and face have appeared. She is taking fluids and glucose well by mouth 
and per rectum, and her colour has improved. She is very anxious, 
restless and mentally confused. She coughs without bringing up sputum 
and a few moist rales are detected at the bases of the lungs. Glucose 
intravenously I00 c.c. 25 per cent was given once to-day. Catheteriza- 
tion of 15 c.c. of urine. 

Blood-urea, 270 mgm. per 100 c.c. Blood-pressure: systolic, 200 
mm. Hg.; diastolic, 125 mm. Hg. Urine excretion, 15 c.c. 


September 20, 1938. 

Her condition is much worse. She is very restless and was almost 
uncontrollable during the night, screaming and shouting, and mentally 
irrational with hallucinations. Cheyne-Stokes breathing has appeared. 
Catheterization drew off 30 c.c. urine. The twitchings of the muscles 
are more in evidence. 
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Blood-urea, 345 mgm. per 100 c.c. Blood-pressure: systolic, 190 
mm. Hg.; diastolic, 120 mm. Hg. Urine excretion, 30 c.c. 


September 21, 1938. 
The respiration is periodic, and she died at 7.30 a.m. 
Amount of urine excreted in 15 days was 243 c.c., with 5 days of 
complete anuria and 1o days of partial anuria. 


TOTAL FLUIDS GIVEN AND URINE EXCRETED. 


Intravenously : 9,000 c.c. of 5 per cent dextrose in saline % per cent; 
450 c.c. of 4.28 per cent sodium sulphate; goo c.c. of 25 per cent glu- 
cose in distilled water; 850 c.c. of citrated blood. 

Per rectum: 1,620 c.c. 10 per cent glucose in water. 

Per os: Moderate quantities. 

The total amount of urine excreted during 15 days was 243 C.c. 


Post-mortem examination (6 hours after death). 

Kidneys. Right kidney 180 grammes. Left kidney 195 grammes. 
The right kidney showed considerable perirenal oedema and was tense, 
firm and bulging on palpation. The capsule stripped readily except 
over two or three deeply pitted scars where it was adherent. Sub- 
capsularly there was exposed a pale yellow surface mottled with irregular 
fine dark reddish patches of haemorrhage and two or three depressed 
scars at sites of adherent capsule. 

On section the cortex appeared a pale yellow or putty-like colour 
contrasting sharply to a much darker but structurally preserved medulla. 
Directly under the capsule a very narrow margin of fairly well preserved 
injected cortical tissue remained. The pelvic edges of the columns of 
Bertini’s showed striate areas of engorgement differentiating from the 
structureless nature of the cortex proper. The putty-like appearance of 
the cortex extends through the columns of Bertini near to the pelvis. 
The renal pelvis appeared smooth and normal except for slight engorge- 
ment. 

The left kidney was larger than the right and the foetal lobulations 
were more evident. Section of this kidney revealed a similar appearance 
to the right kidney. 

Uterus. The uterus measured 6 inches in the longitudinal axis and 
showed evidence of subperitoneal haemorrhage more especially in the 
region of the round ligaments. On section of the uterus the placental 
site was small, not unduly attenuated, and situated on the posterior 
wall near the fundus. 

Placenta. Size 5 inches by 5% inches. Weight 8 ounces. It was 
smaller than normal with a sharply demarcated depression near the peri- 
phery occupying an area of 2 inches by 1 inch in which was blood-clot. 

Through the placenta, and more especially in the region of the retro- 
placental clot, were many large white infarcts together with a number 
of small sized red infarcts. 
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Umbilical cord. Battledore insertion. Two arteries and one vein. 


Heart. The heart did not show any considerable hypertrophy of the 
left ventricle. The valves were normal in size and appearance. 

Brain. The brain did not show any obvious oedema or congestion. 

The pleural cavities and pericardial sac did not contain any fluid. 
The right lung showed congestion and oedema at its base. The left lung 
showed a similar condition but there was no microscopic evidence of 
broncho-pneumonia. 

The retro-peritoneal tissues were oedematous and there was a small 
amount of clear pale yellow fluid in the peritoneal cavity. The liver 
was enlarged and did not show any evidence of pallor, necrosis or 
haemorrhage. The stomach and intestines did not show any ulceration. 


Microscopical Examination. 

Liver. No necrosis. No fibrous tissue increase. Increase of cells along 
sinusoids among which are Kuppfer cells. Also an increase of pigment 
which is fine and seen mainly in the hepatic cells. In the portal tracts 
there is an increase in small round cells. 

Kidney. (a) Cortex. The predominant feature is the wide necrotic 
zone of cortex. For the most part it is a very complete necrosis without 
respect to any tissue-components of the cortex, glomeruli, tubules, inter- 
stitial tissue and vessels. Between the necrotic tubules and more par- 
ticularly towards the margins of the necrotic zones there are numerous 
nuclei, or portions of nuclei, between the tubules. These are probably 
remains of cells showing karyorrhexis, inflammatory cells which had 
infiltrated between the tubules at an earlier stage. Though the necrosis 
is so complete the eosin has picked out the structures of the cortex so 
that they can still for the most part be well made out. :(Fig. 3.) 

(b) The subcapsular tissue. Under the capsule there is a narrow strip 
not necrotic. It shows a few tubules containing catarrhal and inflam- 
matory cells, small vessels, some containing thrombi and inflammatory 
cells in the interstitial tissue but no unaffected glomeruli. (Fig. 4.) 

(c) The boundary layer. There are in the boundary layer some non- 
necrotic glomeruli and tubules. Some of these glomeruli show chromic 
fibrotic changes. (Fig. 5.) 

(d) The medulla. The medulla shows thrombosis of some straight 
vessels and some of its tubules contain amorphous matter and cells and 
in places there are numerous inflammatory cells including polymorpho- 
nuclear leucocytes both in the interstitial tissue and tubules. 

(e) The blood-vessels. The large interlobar and arcuate arteries are 
apparently for the most part patent and show only some thickening of 
the intima. The interlobular arteries are apparently patent for a varying 
distance, perhaps quite short, when they become blocked by thrombi. 
There is some evidence of reactive organization of the thrombus at its 
proximal end. Further on the whole vessel wall is necrotic and its lumen 
occupied by thrombus and the afferent glomerular branches are quite 
necrotic. 
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In the marginal zone the arterioles like some glomeruli show evidence 
of chronic pathological changes. There has been an intimal proliferation 
and production of collagenous tissue so as greatly to narrow the lumen 
and sometimes obliterate it, a lesion sometimes called hyperplastic 
sclerosis. 


Summarizing, there are in the kidney evidence of 
(i) Older pre-existing changes, e.g. the naked eye deep depressions in 
the cortex showing previous loss of tissue probably due to an 
ischaemic process, also the microscopical changes in the surviving 
glomeruli and arterioles above described. 
(ii) Acute symmetrical cortical necrosis. 
(iii) Small abscess formation in the cortex and medulla of a terminal 
character. 


DISCUSSION. 


Clinical Features. 

The clinical manifestations of the condition are an extreme 
oliguria amounting usually to anuria with a gradually progres- 
sive uraemia which is usually fatal in from 6 to 14 days. At the 
commencement, any urine which is secreted is usually blood- 
stained but after a few days blood is not found. From pre- 
viously reported cases the important symptoms are recorded 
approximately and, therefore, a percentage estimation of occur- 
rence of various symptoms is not possible. 

Anuria, complete or partial, carying from I to 17 days, is the 
predominant feature and coma or drowsiness, hypertension, 
oedema, impaired vision, costovertebral pain, vomiting, hic- 
cough, headache, convulsions, muscle twitchings and nitrogen 
retention vary with individual cases. The apparently mild 
clinical picture apart from residual toxaemia is noticeable. There 
is a distinctly lower incidence of the vascular phenomena of 
uraemia, e.g. headache, convulsions, vomiting or mental distur- 
bance and the symptomatology is more comparable with surgical 
anuria resulting from bilateral ureteral obstruction. Definite 
nitrogen retention is the rule and, as expected, is greatest in these 
toxaemias complicated by eclampsia. There is a more rapid 
rise of the azotaemia in cortical necrosis as contrasted with the 
slower rise in chronic urinary obstruction. 


DIFFERENTIAL DIAGNOSIS. 


This depends almost entirely on the interpretation of the 
anuria, which in association with pregnancy is an uncommon 
sign. Several conditions have to be differentiated before estab- 
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FIG. I. 


Section of kidney showing complete putty-coloured 


necrosis of cortex proper. Thin sub-capsular non- 

necrotic zone not clearly defined. Striate areas of 

engorgement in medulla, especially at boundary 
zone. Moderate engorgement of renal pelvis. 


Fic. 2. 


The capsule has been stripped from the kidney, 
showing two white depressed scars at site of adher- 


ence. 


Pale yellow surface with irregular haemor- 
rhagic mottling. 
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Fic. 5. 


Some non-necrotic glomeruli and tubules in the 
boundary layer. ( x 185) 
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SYMMETRICAL CORTICAL NECROSIS OF THE KIDNEYS 


lishing the diagnosis of symmetrical cortical necrosis. For 
example, bilateral ureteral obstruction, renal infarction, clos- 
tridium Welchii septicaemia and acute nephritis with oliguria 
and developing uraemia. 

As mentioned previously the clinical picture presented in 
bilateral necrosis closely resembles that seen in obstructive 
anuria, particularly in the mildness or the absence of uraemic 
symptoms. The differentiation depends on a careful urological 
investigation to determine the patency of the urinary tract. 

The differentiation from infarction may not be so easy or 
definite. This condition, like symmetrical cortical necrosis, is 
extremely rare. Sudden onset, non-radiating renal pain, albu- 
minuria, haematuria and oliguria are common to both, but 
while renal pain is mentioned only occasionally as a symptom in 
cortical necrosis, it is a constant and prominent symptom in 
renal infarction of sufficient extent to interfere with the urinary 
output. Anuria, on the other hand, is not so constant a feature 
of infarction nor is it likely to be complete as it is in cortical 
necrosis.° 

Clostridium Welchii septicaemia occurring in the puerperium 
would simulate cortical necrosis only in regard to the occurrence 
of oliguria amounting to anuria, in some cases with consequent 
rising blood-urea. The positive blood-culture or positive cervical 
swab or culture from the urine identifies the organism causing 
the septicaemia. The characteristic skin colouration as a result 
of jaundice, methaemoglobinuria and cyanosis due to peripheral 
vascular or oligaemic failure, coupled with the methaemoglobin- 
uria make the diagnosis of bacillus Welchii septicaemia evident. 

It may be impossible to differentiate with certainty, cortical 
necrosis and acute nephritis associated with pregnancy compli- 
cated by suppression of urine with developing uraemia. The 
previous history in regard to the antecedent recent tonsillar infec- 
tion, the urinary findings with regard to the persistence of 
haematuria and occurrence and nature of the casts and the vas- 
cular nature of the uraemia, taken together with the absence of 
preceding evidence of a toxaemia of pregnancy with accidental 
haemorrhage, serve to aid diagnosis. 


PROGNOSIS AND TREATMENT. 

In its strictly pathological sense bilateral cortical necrosis 
must be regarded as invariably fatal as so much of the essential 
tissue is destroyed that the process is equivalent to bilateral 
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nephrectomy. It may be assumed that those who recovered did 
not have extensive necrosis but it cannot be said that any treat- 
ment they received prevented its development. The chance of 
recovery lies in the hope that there are still enough glomeruli 
unaffected to maintain an adequate secretion of urine when the 
reaction due to the sudden congestion of the cortical tissue has 
subsided. 

Surgical intervention in the form of decapsulation or nephro- 
tomy on one or both sides has been advocated, but the rationale 
of this treatment is not established and it is not without possible 
risk of doing more harm than good. 

Catheterization of the ureters used therapeutically or diag- 
nostically to exclude obstruction is associated with a danger of 
trauma in an unobstructed tract, which may turn the balance 
against an expected recovery of renal function. 

However, since non-operative treatment is sometimes followed 
by dramatic recovery of renal function in rare instances the 
following measures are usually employed. These consist in the 
administration of adequate fluid, preferably, if the patient has no 
oedema of the extremities or bases of the lungs, by the continuous 
intravenous drip method with 5 per cent glucose in 3 per cent 
saline, in amounts varying from 1 to 3 litres per diem and the 
maintenance of a high blood-sugar level with 100 c.c. of 25 per 
cent glucose in saline or sterile water 8-hourly or twice daily. 
The stimulation of other channels of excretion, especially the 
skin, which is encouraged by wet or dry packs, hot renal packs, 
even the old fashioned dry cupping, dry heat baths, and the 
bowel, by hot colonic lavage and saline aperient. These 
measures are continued not to the point of producing oedema 
or to the point of exhausting the patient. 

This treatment is adopted so that the progress of uraemia may 
be delayed in the hope that there may be time for the portions 
of the kidney that have not suffered irreparable damage to 
recover. 


PATHOGENESIS. 


Investigations have generally emphasized the necrosis as the 
essential part of the process and find the cause of necrosis in a 
multiple infarction or thrombosis of the cortical, interlobular, 
vessels. 

It is based on the observation that necrosis follows strictly 
in the path of, and is confined to, the thrombosed vascular 
areas. In regard to the immediate mechanism of this throm- 
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bosis there is no definite uniformity of opinion. In the case of 
those infrequently occurring cases of recovery, the theory ascrib- 
ing it to a primary thrombosis of the interlobular areas of the 
renal cortex with subsequent necrosis from the permanent ischae- 
mia, failed to show any explanation for the recovery, as one could 
not visualize immediate disintegration of the obstructing thrombi 
which must necessarily precede the re-establishment of circulation. 

The following theory of Ricker does, however, help to explain 
how recovery might occur due to the restoration of vaso-motor 
tone before the formation of the thrombus. 

This experimental work of Ricker has demonstrated that the 
terminal vascular segments of a tissue respond to weak irritation 
by vaso-dilatation with increased stream; to medium irritation 
by vaso-constriction with narrowing of the vessel and slowing 
of the flow, and to strong irritation with vaso-paralysis (dilata- 
tion) of the arterioles and capillaries and slowing of the stream 
while the proximal arteries remain still constricted. 

Chemical or tonic irritation of the terminal vascular seg- 
ments of the renal tissue may produce according to their concen- 
tration and time of action in ascending scale: hyperaemia, 
exudate, haemorrhage, and finally complete blood-stagnation 
(vaso-paralysis) in affected tissue areas, although this sequence 
is not necessarily carried through gradually in all its consecu- 
tive steps. Stasis in vessels in itself in normal blood would not 
necessarily lead to thrombosis. It is assumed that the blood 
in pregnancy associated with a toxaemia, whatever its source, 
possesses certain chemical and physical qualities which render 
it liable to coagulation. Toxic damage to vascular endothelium 
and altered intra-renal blood-pressure resulting from the labile 
vasomotor system may also predispose to thrombosis. 

These vascular disturbances then seem to be related to a 
general abnormal condition of vasomotor irritability of the preg- 
nant state which in this case is revealed in the kidney. Based on 
experimental evidence as regards irritative circulatory changes, 
it seems that the assumption of a paralytic terminal catastrophe 
with succeeding thrombosis more accurately links the clinical 
with the pathological picture, and also helps to explain those 
rare instances when recovery of renal function occurs. 


CONCLUSION. 
This case illustrates the importance of watching urinary ex- 
cretion in cases of toxic separation of the placenta as shown by 
accidental haemorrhage, whether revealed or concealed. This 
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complication is to be feared and to be combated from the first 
moment that the disease is diagnosed, by forced fluids by mouth 
and rectum, intravenous fluids, intravenous 25 per cent glucose 
to maintain a hyperglycaemia, usually blood transfusion and in 
checking daily by blood chemistry, by blood-pressure estima- 
tions, and by 8-hourly catheterization with urinary analysis. 


SUMMARY. 


1. A case of symmetrical cortical necrosis of the kidney fol- 
lowing revealed accidental haemorrhage is reported. 

2. Clinical notes, the progress of the case, blood-urea and 
blood-pressure estimations are recorded. Urinary excretions and 
fluid administered over the period of 15 days are noted. 

3. Pathological findings with macroscopic and microscopic 
illustrations are shown. 

4. Discussion includes an attempt to correlate pathogenesis 
with clinical and pathological findings. 

5. The conclusion emphasizes the importance of carefully 
watching the urinary excretion and nitrogen retention after con- 
finements complicated by accidental haemorrhage, whether 
revealed or concealed. 
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CAUSES OF UTERINE HAEMORRHAGE. 


EXCESSIVE uterine haemorrhage may result from a considerable 
number of diverse lesions which may be broadly classified as 
follows : 

1. Endocrine imbalance, such as metropathia haemorrhagica. 

2. Pelvic congestion and subinvolution, including inflamma- 
tion and post-inflammatory states, chronic metritis and fibrosis 
uteri, cervical erosions, cervical and uterine polypi, and dis- 
placements of the uterus. 

3. Neoplasia involving the generative organs, especially 
fibromyoma, carcinoma and sarcoma of the uterus, and granu- 
losa-celled tumours of the ovary. 

4. Obstetrical haemorrhages including ectopic gestation. 

5. Constitutional disturbances, particularly in relation to 
cardio-vascular, renal and blood disorders. 


THE CHOICE OF TREATMENT. 


The courses available for dealing with cases of excessive 
uterine haemorrhage are medicinal treatment, local minor opera- 
tive procedures, irradiation of the pelvic organs by radium or 
X-rays and major operations such as extirpation of the uterus 
and removal of tumours. 

A routine history of the illness is taken and a general exam- 
ination followed by a careful pelvic investigation is made in 
every case. Organic medical disease and local conditions receive 
appropriate treatment, and in the absence of uterine fibro- 
myomata, simple measures are taken with a view to checking 
and compensating for the loss of blood. Ergot preparations are 


* Read before the North of England Obstetrical and Gynaecological 
Society at Manchester on 13th January, 1939. 
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given, especially in the presence of subinvolution, together with 
the appropriate endocrine products when hormone imbalance is 
suspected. Calcium compounds are of assistance and injections 
of whole blood, human serum or horse serum, or concentrated 
haemoplastic sera are useful in certain circumstances, especially 
in cases of juvenile haemorrhage. As an additional line of treat- 
ment for some of the younger patients Phaneuf’ has recom- 
mended exposure of the spleen to X-rays, but this course has not 
met with general approval. Massive doses of iron are given as 
routine to counteract the secondary anaemia usually met with in 
this class of case. 

Curettage of the uterine cavity is necessary for menopausal 
haemorrhage without demonstrable cause and for all cases fail- 
ing to respond to the conservative regime. The endometrium 
removed should always be examined macroscopically and when- 
ever the slightest doubt arises as to whether the change is simple 
or malignant, microscopical investigation is essential. The 
curettage should be performed methodically and thoroughly, 
and, in patients other than those at or near the menopause, the 
operation may sometimes be repeated with advantage after some 
months have elapsed. The ovarian function must be conserved 
as long as possible, especially in the younger patients,’ provided 
that the general health does not thereby suffer unduly. 

There still seems to be considerable difference of opinion 
as to whether menopause induced by exposure to radium or 
X-rays on the one hand, or hysterectomy on the other 
hand, provides the most satisfactory form of treatment in 
the class of case under review when the more conservative 
regime, including curettage, fails to give relief. In the presence 
of fibromyomata, operation is undoubtedly the method of choice 
for dealing with the haemorrhage, unless only intramural 
fibroids of the seedling type are present. Myomectomy is carried 
out, when practicable, in the younger patients,* while hysterec- 
tomy, either subtotal or total, according to the state of the 
cervix, is usually preferable for the older patients. The use of 
radium is contra-indicated in the presence of larger, and 
especially of submucous, tumours,*.**’ owing to the attendant 
risks of degeneration and infection, to the lower percentage of 
cures resulting from its use, and to the fact that a large propor- 
tion of the deaths following treatment by radium and X-rays 
seem to have occurred when fibroids have been present. How- 
ever, several writers give favourable reports of the treatment of 
such cases by irradiation therapy.** '*” 
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In the absence of fibromyomata and conditions which can be 
dealt with by local minor operative procedures, the choice of 
treatment is more difficult when conservative measures fail to 
control the haemorrhage. The predominant view seems to be 
that hysterectomy, because of the associated higher mortality 
(about 2 per cent for simple cases’’), greater mutilation and more 
prolonged convalescence, is a less satisfactory procedure for 
routine use than the more conservative radium treatment, 
although it gives a slightly higher percentage of cures and is less 
frequently responsible for unfavourable sequelae, such as post- 
operative pain and menopausal symptoms, than the alternative 
course. It should be remembered, however, that removal of 
the uterus, even with conservation of the ovaries, may be fol- 
lowed in occasional cases by definite secondary phenomena.** "* 
A few cases of pregnancy following administration of radium to 
the pelvic organs have been reported,’®***”** but the chances 
of pregnancy supervening after irradiation are remote when full 
doses are given, and there is little to choose between the two 
procedures when the question of future sterility is under con- 
sideration. The chances of future pregnancy are, as one would 
expect, somewhat greater when only half doses of radium are 
given,’® and, when pregnancy does supervene, there is no evi- 
dence to show that there is any increased risk or abnormal or 
de‘ormed children being born as a result of the treatment,” 
although the abortion rate seems to be raised. While operation 
is not recommended for routine use, it is not to be condemned 
unconditionally as it may prove the method of choice in certain 
circumstances especially when the use of radium is contra- 
indicated. 

Various workers” have considered the relative merits of 
radium and X-rays for inducing an artificial menopause. The 
general impression gained from a survey of the literature is that 
radium is preferable to X-rays as it is followed by fewer dis- 
tressing menopausal symptoms, less upset of the general health 
of the patient and it is efficient in controlling the haemorrhage 
in a larger proportion of cases than X-radiation. An explanation 
of the relative infrequency of secondary phenomena after ex- 
posure of the pelvic organs to radium is suggested by the 
researches of Neumann and Peter,” who found that, after radium 
irradiation, both anterior pituitary hormone and oestrin could be 
detected in the blood, while after X-radiation oestrin was not 
present although the anterior pituitary hormone remained. 
This seems to indicate that the damage to the ovaries after ex- 
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posure to therapeutic doses of X-rays is greater than that which 
follows the intra-uterine application of radium, although there is 
still considerable difference of opinion as to whether the latter 
treatment has a major or minor effect upon the ovaries. Further, 
as the radium has a local caustic action on the endometrium with 
subsequent fibrosis, the dosage necessary for controlling the 
haemorrhage is less than would have been required had distant 
radiation alone been used, and the haemorrhage is controlled 
more promptly than by X-radiation. A number of American 
workers have stated that X-ray treatment is preferable, but as 
radium can conveniently be inserted at the time of operation 
when uterine curettage proves to be necessary, it is used in these 
cases. My personal view is that convenience alone should not be 
made the deciding factor in choosing the most effective course in 
such circumstances, and that curettage is always necessary. It is 
also mentioned, in support of the treatment by radium, that it 
may assist resolution in chronic cervicitis and that it has a 
more beneficial psychological effect upon the patient than X- 
radiation. 

The chief advantages claimed for X-rays are that an 
anaesthetic is not required for administration, admission to 
hospital is not necessary, and incapacity for work and finan- 
cial loss are, therefore, less serious, the treatment can be 
carried out in the presence of chronic pelvic inflammation, 
and there is no risk of pyometra or chronic discharge 
following radiation. If divided doses are given over a 
longer period the distress of radiation sickness is less severe 
and menopausal changes are less abrupt. However, all 
cases must be anaesthetized for the necessary preliminary examin- 
ation and curettage, induction of an artificial menopause by irra- 
diation is not a satisfactory method for dealing with menorrhagia 
associated with pelvic inflammation, and deaths have been re- 
ported following this treatment.** Pyometra is infrequently met 
with after a single application of radium for a benign lesion, and 
an appreciable number of the 6.7 per cent of patients who com- 
plain of discharge following radium therapy have had a chronic 
discharge prior to treatment. Radiation sickness following ex- 
posure to radium is usually transient and is seldom severe, and 
menopausal symptoms following an artificial menopause induced 
by radium do not seem to be more intense or more frequent than 
those associated with a natural menopause. In all types of cases 
the phlegmatic, stable type of woman seems to be less susceptible 
to menopausal upset than the nervous, excitable type.** Pelvic 
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pain, although seldom causing incapacity, is a symptom which is 
liable to follow radium but not X-radiation. 

A further point which may be of importance has been brought 
forward by Naujoks and Hoffmann.” They state that the number 
of reported cases of carcinoma of the uterus following exposure to 
X-rays*® *’ ** *° is considerably greater than that arising in cases 


30,31,3 
’ ’ 


previously treated by radium, * and whereas they were able 
to find references to 58 cases following X-radiation they could find 
only 3 cases in which radium had been applied at an earlier date. 
Several further post-radium cases of carcinoma have been col- 
lected by Malpas, but these do not reach a total approaching the 
58 cases following X-radiation. These writers ask if it is not pos- 
sible that radium treatment may, therefore, exert some beneficial 
effect in preventing the later development of carcinoma in this 
class of case. It may be worthy of note that in the undermen- 
tioned series of cases treated with radium 76.7 per cent of the 
patients were between the ages of 40 and 55 years at the time 
of treatment. 

Contra-indications to radium treatment include infective pro- 
cesses in the pelvic organs, especially acute and subacute infec- 
tions of the Fallopian tubes or cervix, ovarian tumours, and 
large or submucous fibromyomata. Severe anaemia is a dis- 
advantage, but not a contra-indication to radium treatment* 
and, when necessary, a blood transfusion may be performed 
as a preliminary to irradiation. 


MopE oF ACTION OF RADIUM. 


The effects of radium on the pelvic organs are not yet fully 
understood. It seems that it has a primary caustic action on the 
endometrium which results in local fibrosis extending into the 
perivascular tissues of the subjacent myometrium, and a second- 
ary, milder action on the ovaries causing destruction of mature 
Graafian follicles.**:****.** It is probable that fibrotic shrinkage 
of the uterus is unusual with ordinary dosage, and that the ovarian 
function is not completely or permanently destroyed. 


RADIUM TECHNIQUE. 

A pencil-shaped applicator 2 inches in length, containing 50 
mg. radium in combination, with 3 mm. silver filtration, 
enclosed in a rubber sheath to prevent secondary radiation from 
the metal, is employed. This distribution of radium and heavy 
filtration ensures that the rays of shorter wave length, which have 
a maximal penetrating power and a minimal caustic effect will 
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pass, and minimizes damage by the longer, more caustic rays, 
which are obstructed by the filter. 

In the majority of cases the radium is retained in the uterine 
cavity for 24 hours, giving a dose of 1,200 mg. hours, but in 
young patients half this dose may sometimes be given in order 
that the reproductive function may be damaged as little as pos- 
sible. The dosage recommended in the literature varies from 
500 to 5,000 mg. hours. 

Various forms of anaesthesia may be used for the introduction 
of the radium, and sodium evipan by intravenous injection for 
routine use, and nitrous oxide with oxygen for very anaemic 
patients have given satisfaction. 

After routine preparation of the patient, the anaesthetic is 
administered and, with careful antiseptic technique, a bimanual 
examination of the pelvic organs is carried out to check the pre- 
vious findings, to confirm the absence of early pregnancy, and to 
determine the position of the uterus. The perineum is retracted, 
the cervix is dilated and, if this has not previously been done, 
the uterine cavity is curetted and the removed endometrium is 
examined, after which a hot intra-uterine saline douche is given 
to control haemorrhage and remove debris. 

The radium applicator with a double silk thread attached is 
next inserted into the uterine cavity and the vagina is thoroughly 
packed with a single length of sterile gauze to hold the radium in 
position during recovery from the anaesthetic and for the requisite 
number of hours afterwards. It is also intended to displace the 
adjacent bladder and rectum, which are radio-sensitive, from 
immediate proximity to the radium. The silk threads are fastened 
to the suprapubic region with adhesive plaster and a perineal pad 
and T-bandage are applied. 

While the radium is in position the patient may suffer some 
pelvic discomfort, and sometimes malaise, nausea and anorexia 
may be present. She is kept as quiet as possible, resting on her 
back to avoid dislodgement of the radium, and morphine sulphate 
gr. } is injected intramuscularly on the night following its 
insertion. 


AFTER-TREATMENT. 


At the expiration of the allotted time, the gauze pack and the 
radium applicator are gently withdrawn and a copious saline 
vaginal douche is given. An aperient is administered and the 
douche is repeated daily until the discharge subsides. Six-hourly 
catheterization is usually necessary while the gauze is in position, 
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and after its removal a citrate mixture is given. The patient is 
advised to spend at least a week in bed after removal of the 
radium, and an iron tonic is recommended. 


RESULTS OF TREATMENT. 


The following analysis is based upon a series of I50 cases 
receiving a dose of not less than 1,200 mg. hours of radium 
followed up for two years after irradiation. Five patients in 
the series received a dosage of radium exceeding 1,200 mg. hours 
at the primary application. 


cases per cent 
Satisfactory result ...... 138 92 
Improved 9 6 
No relief 3 2 


Repetition of radium treatment proved necessary in 8 cases, 
5-3 per cent. 

During the period under review 5 patients were treated by 
600 mg. hour doses of radium, and of these 4 patients required 
further radium treatment. 

The figures set out above are compatible with those appearing 
in the literature.** 


UNFAVOURABLE SEQUELAE. 


Simon** contends that 80 per cent develop secondary symp- 
toms after irradiation. This has not been my experience, nor 
has his contention been borne out by other workers, although pub- 
lished figures vary considerably.*® ** ** ** In my series, 51 cases, 
34 per cent, complained of unfavourable sequelae following 
treatment, the appended analysis giving details of the after- 
history over a period of two years. 


cases per cent 
No unfavourable sequelae ... 99 66 
Pain ka a Gita) seen “as 23 15.3 
Flushing 13 8.7 
Discharge : 7 4-7 
Pain and flushing I 0.7 
Pain and discharge 2 1.3 
Discharge and flushing I 0.7 
Dizziness and flushing I 0.7 
Pain and weakness I 0.7 
Vomiting ... I 0.7 
Kraurosis vulvae I 0.7 
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It will be seen from the above summary that pain was 
experienced by 27 patients, 18 per cent, flushing by 16 patients, 
10.7 per cent, and discharge by Io patients, 6.7 per cent. It 
may be of interest to note that Barrett** found that 20 per cent 
of 1,000 normal women complained of flushing after a normal 
menopause, and A. A. Werner’ put the figure as high as 91.6 
per cent. In no case did urinary discomforts fail to respond to 
routine treatment. 

No deaths occurred in this series as a direct result of the 
treatment, the only fatal case being a patient who contracted 
pneumonia 7 months after irradiation, and very few deaths are 
recorded in the literature. The mortality of published cases is 
0.25 to 0.3 per cent.** 


SUMMARY AND CONCLUSIONS. 


1. General causes of uterine haemorrhage and local pelvic 
conditions amenable to treatment of a conservative type should 
receive appropriate management. 

2. Radium therapy for fibromyomata, unless they are small 
and interstitial, is not favoured, owing to the risk of secondary 
degenerative and infective changes supervening after irradiation. 


3. All patients suffering from uterine haemorrhage without 
demonstrable cause should receive medicinal treatment followed 
by uterine curettage on one occasion or more occasions before 
application of radium is practised, unless the symptom is severe 
and the patient is at or near the menopause, when curettage 
alone may suffice as a preliminary measure. 

4. Malignant disease of the pelvic organs should be eliminated 
by careful pelvic examination and diagnostic curettage followed 
by macroscopic and, when necessary, microscopic examination 
of the endometrium before resort is made to radium therapy. 
The relative merits of radium and X-radiation, and of operation, 
are discussed. 

5. In my series, 78.7 per cent of the 150 patients who 
required radium treatment were between the ages of 40 and 55 
years, that is, in the epoch related to the menopause. 

6. The rays emitted by the radium probably exert a local 
caustic action on the uterine wall, resulting in fibrosis of the 
endometrium, and, to a lesser degree, of the subjacent myome- 
trium, and also a more distant and less severe destructive action 
on the ovaries, the chief effect,of which is to cause retrogressive 
changes in the more mature Graafian follicles. 
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7. From my series, followed up for a period of 2 years after 
treatment, it seems that, with a routine dosage of 1,200 mg. 
hours of radium, relief from excessive haemorrhage may be 
expected in 94.7 per cent of properly selected cases. Rather more 
than the 1,200 mg. hour doses of radium were given in 3.3 per 
cent of cases. 

8. Unfavourable sequelae, other than pain and vaginal dis- 
charge following irradiation of the pelvic organs by radium, do 
not appear to be more frequent or troublesome than those result- 
ing from the natural menopause. Pain occurred in 18 per cent 
and vaginal discharge in 6.7 per cent of patients in my series. 

9g. The immediate mortality in the recorded series of 150 
patients treated by radium in the Royal Victoria Infirmary, 
Newcastle upon Tyne, was nil. One patient contracted pneu- 
monia and died 7 months after treatment. 

10. Radium proves an invaluable aid to the treatment of 
uterine haemorrhage due to benign lesions resisting conservative 
measures, and is especially useful for patients approaching or 
negotiating the menopause. 
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Kraurosis and leucoplakia vulvae are thought by Brian 
Swift’ to be different manifestations of the same pathological 
entity, differentiated only by atrophy in the former and 
hypertrophy in the latter: whereas kraurosis is found in the 
vestibule in conjunction with small atrophic labia, leucoplakia 
shows white sodden fringes or plaques of thickened corrugated 
skin usually on the labia majora and extending posteriorly around 
the anus. Occasionally, both conditions are present and the 
borderline cases are difficult to diagnose without a biopsy. 
Microscopically, leucoplakia shows hypertrophy and keratiniza- 
tion of the epidermis and usually secondary infection with 
leucocytic infiltration. Kraurosis, on the other hand, shows a 
thin, smooth epidermis with round-celled infiltration of the deeper 
tissues, while pruritus vulvae, in the absence of any specific cause, 
also occurs without visible evidence of either. Such conditions 
are usually associated with the climacteric, but they also may 
be found during sexual life. 

There is ample evidence that oestrin is necessary for the 
growth, development and health of the genital skin, on which it 
has a specific effect. Earlier knowledge of the action of this 
hormone revealed a progressive thickening and keratinization of 
the squamous epithelium, and the vaginal smear test was based 
on these findings. Papanicolaou and Shorr* showed that oestro- 
genic therapy can change the appearance of this vaginal smear 
in menopausal women, and subsequently there is a gradual 
improvement in the symptoms of undue deficiency at the meno- 
pause corresponding closely to the changes in the smear. At the 
same time there is a considerable increase in the vascularity of 
the deeper tissues. 

When the body is deprived of the follicular hormone, all the 
tissues which are normally dependent on it for their growth and 
development ultimately atrophy and take on the senile form. 
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Thus there are marked changes found in the external genitalia. 
The vagina, labia, and clitoris lose their elasticity, and atrophy. 
The introitus becomes narrowed and often the vagina is con- 
stricted. The normal secretions are diminished and the epithe- 
lium tends to become thin and delicate. It has been shown that 
the cells lining the vagina contain glycogen during sexual life, 
and this is thought to be dependent on ovarian activity. These 
cells form lactic acid as they break down, partly as a result of 
enzymatic action and partly under the action of Déderlein’s 
bacilli. (Lewis and Weinstein.*) 

Cruickshank and Sharman‘ have shown that in the menopause 
the vaginal mucosa is thin and the reaction is neutral or alkaline. 
Cotte and Mileff’ report that traces of glycogen are still found in 
this thin layer of cells and that under the action of oestradiol 
benzoate, the epithelium becomes much thicker, showing 
reappearance of glycogen owing to cellular activity. (Cotte, 
Mileff, and Meyer.*) 

With diminution of the normal flora and alteration of the pH, 
the vagina and vulva become a ready prey for invading cocci 
and other pathogenic organisms. The cases I have investigated 
in my series tend to show that in many patients pruritis, leuco- 
plakia, kraurosis, and vulvo-vaginitis are associated with achlor- 
hydria, and Swift' maintains that these conditions are due to a 
vitamin A deficiency, whether from inability of absorption from 
the diet without free hydrochloric acid in the stomach or from 
primary dietetic deficiency. 

This theory leads one to imagine that the thin atrophic tissues 
when deprived of their nourishing oestrin supply and much of 
their glycogen content, and in the absence of the protective 
anti-infective vitamin A, are attacked by the pathogenic organ- 
isms which are now present, especially following slight trauma 
from coitus. As all women probably suffer oestrin reduction and 
yet only some develop vulvo-vaginitis in one or more of its forms, 
it seems possible that hypochlorhydria or achlorhydria may be of 
considerable importance. The high concentration of prolan in 
circulation after the menopause may also be a factor in the 
aetiology of this condition. 

During the last 4 years I have treated a series of 48 cases, 
chiefly with oestradiol benzoate. Nearly every patient who has 
persisted with this therapy has felt some degree of relief and some 
patients have obtained complete comfort. Early treatment con- 
sisted of intramuscular injection of oestradiol benzoate twice 
weekly and dragées given by the mouth. My first case (Foss’) 
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was given doses of 50,000 international benzoate units (1.B.U.) 
(5 milligrams) twice weekly and dragées of 1,000 international 
units (I.U.) of oestrone, 0.1 milligram four times a day. Treat- 
ment had to be continued for 44 weeks and relief was not very 
marked and relapses occurred twice. Then I increased dosage 
greatly and gave 200,000 I.B.U. (20 milligrams) twice weekly, 
relief being obtained in about 2} weeks in my next case, which 
was much more severe. Once relief is obtained, dosage can be 
reduced gradually, being maintained for a while at the minimal 
optimal dose which will keep patients free from irritation, and 
reduced further in gradual stages. It must be realized that by 
using these large doses for a considerable time there is a distinct 
probability that gradual or sudden withdrawal even in a woman 
over 80 years of age will precipitate uterine bleeding, varying 
from a few drops to an apparently normal or excessive menstrua- 
tion. If this possibility is explained to them, patients do not 
mind, and the relief obtained by such massive therapy well merits 
the temporary discomfort of the onset of bleeding. After such 
bleeding, it is advisable to delay further injections for a while, 
and to continue the local treatment only. It is found often that 
weekly injections of much smaller dosage are then adequate for 
comfort. It is probable that dosage to the point of saturation is 
necessary before relief can be obtained, and the work of Zondek* 
on the inhibition of gonadotropic pituitary hormones by massive 
prolonged dosage suggests that the damping-down of this 
hormone is required. Some rough experiments which were 
carried out for me with animals supported this fact. 

In 3 cases I took the urine of patients having 250,000 I.B.U. 
(25 milligrams) and 200,000 I.B.U. (20 milligrams) twice weekly 
and an experiment was made with each, using the technique of 
the Aschheim-Zondek test. In all 3 cases I saw that there was 
marked hypertrophy in the uteri of the mice and absence of 
ovarian changes; when the dosage was reduced, so also was the 
size of the uteri of the test mice. If gonadotropic hormone had 
been present, presumably there would have been some ovarian 
change. To obtain a rough idea of the excretion dose in the 
patient’s urine, each of 4 mice was given 1 dose by injection of 
2,500 I.B.U. (0.25 milligram) progynon, and after 5 days the 
hypertrophy of the uterus was about twice as much as in the 
clinical experiments; even a mouse living in the same cage as 
the injected littermates showed marked hypertrophy of its uterus, 
doubtless due to having eaten food contaminated with their urine. 

Biopsies of the vestibule in kraurosis, or labia in leucoplakia, 
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show that adequate treatment with these big doses completely 
alters the appearance and condition of the mucosa. The normal 
appearance is seen once more. The pathological condition 
returns, however, after treatment is stopped for some time. 

It is important to realize from this that oestradiol therapy is 
purely a substitution therapy and should be maintained in the 
smallest doses found to be adequate, whether given by the mouth, 
injection, local application in suppositories or cream, or by 
inunction of the alcoholic tincture, or again, by implantation of 
tablets of solid hormone. 


LocaL TREATMENT. 

Three years ago as an adjunct to this early treatment some 
patients were given a local application of zinc oxide and oleum 
morrhuae: zinc oxide gr. 10, oleum morrhuae ad oz. 1. Then I 
asked Messrs. Schering to make some vaginal capsules primarily 
for use in cases of vulvo-vaginitis of children. These capsules, 
containing 3,000 international units of oestrone, were given to 
cases of pruritus, kraurosis, and leucoplakia for trial. Patients 
who had already been given preliminary treatment with large 
doses by injection obtained a considerably enhanced relief, but 
if the new patients were started with capsules, or suppositories, 
at the same time as beginning injections, there was much discom- 
fort and in some cases it was impossible to insert these into the 
vagina. After a short course of injections, when the secretions 
were enriched, this insertion became increasingly easy and 
proved very beneficial. The average dosage was I capsule 
inserted night and morning, superseding the use of dragées. A 
later development was to confine the small capsules, now con- 
taining 0.25 milligram of oestradiol instead of oestrone, to the 
treatment of children. For the treatment of adult conditions, 
suppositories were made of a cocoa-butter base containing 0.36 
milligram of dihydroxyoestrin in 2.0 grammes, and once insertion 
became easy these proved more effective. The usual dose was 
1 or 2 daily. 

For cases of vaginitis and kraurosis vulvae these were useful, 
but not ideal for cases of leucoplakia and, therefore, I experi- 
mented with an ointment incorporating oestradiol benzoate and 
halibut liver oil in a lanoline base. This seemed a more practical 
way of applying oestrin to the external genitalia and perineum. 

After carefully controlled trials, Loeser’ showed that oestrin 
penetrates the skin without any effect on the endometrium but 
with some slight effect on the breasts. The next step was to find 
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out a suitable base for the ointment and the strength of oestrin to 
be incorporated. Until August 1937 I was using an ointment of 
the following formula : 


Oestradiol benzoate ...... 28 milligrams in sesame oil 
Halibut liver oil ce Ses 8 cubic centimetres 
Adeps lanae ...... ~-«....«:16 grains 

Paraffin molle ......__...ad 60 grains 


This was fairly satisfactory in many cases, but was not suitable 
for all. In Germany a dislike was expressed about the use of 
paraffin molle as it was a coal-tar derivative and locally might 
have an irritating or even carcinogenic action. After this I tried 
an ointment of similar composition with a base of zinc cream 
without the zinc oxide, but this proved rather an irritant. Then 
on 2nd September 1937 the following formula was tried: 


Oestradiol benzoate ........ 10 milligrams 
Halibut oil ws 6 xtsi(iks, SGC UIC COmtimetres 
Ac. stearic “ws we os  2O Qfatimes 
Potassium hydroxide... _... 0.50 gramme 
Sodium biborate ee be 1.50 gramme 

Aqua ses wes news Oe QAM 


The halibut oil used contained: vitamin A, 30,000 
international units per gramme, and vitamin D, 
1,000 international units per gramme. 


The most recent (10th November 1937) is a cream of the 
following formula: 


Oestradiol benzoate ....... 10 milligrams in sesame oil, 
ad 100 grammes of base 
Ol. hippoglossi ... ... .... 20 parts 
Cera Gi. «ks ce cee, «| 
Adeps lanae...._.... a 2 parts 
Sodium biborate Pio aes I part 
Ol. amygdalae ... ... .... 41: parts 
Aqua Pere eee 20 parts 


This is much more soothing and compares favourably with 
Schering’s cream containing 2.5 milligrams dihydrofollicular 
hormone in 25 grammes of a neutral base (17th November 
1937). Recently to aid solution of the hormone in the base, 20 
per cent of alcohol has been incorporated by Schering, but this 
has proved to be rather an irritant in some cases. I favour an 
ointment of oestradiol benzoate, 2 milligrams per gramme, 
recently made by Messrs. Organon and with which I have found 
better results, especially in the more severe cases of leucoplakia 
with ulceration. 
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GASTRIC ANALYSIS. 


Since the publication of Swift’s' thesis in December 1936 I 
have had test-meals carried out whenever possible, and out of the 
48 patients treated, 42 have been investigated in this way. Com- 
plete achlorhydria was found in 18, or 42.8 per cent, and 
hypochlorhydria and low total acid in a further 15, or 35.7 
percent. Of the remaining 9g patients, 8, or 19.1 per cent, showed 
normal gastric contents and I, or 2.4 per cent, had hyperchlor- 
hydria. With 2 exceptions the worse cases of kraurosis and 
leucoplakia were associated with achlorhydria. 


GRouP 1. ToTAL ACHLORHYDRIA. 


A further analysis of these test-meals shows that of the 18 
patients with achlorhydria 5 had kraurosis, 7 had leucoplakia, 
5 had idiopathic pruritus, and 1 had senile adhesive vaginitis. 
Most of them were severe and of considerable long-standing, 
except for 1 or 2 with pruritus. Only 4 patients had not reached 
the menopause. Two patients suffering from leucoplakia had had 
the vulva excised for epithelioma, and 1 had had a Ball’s 
operation. The average age of patients with kraurosis was 53.8 
years, of those with leucoplakia 57 years, and of those with 
pruritus 54 years. 


GROUP 2. 

There were 24 patients remaining in this series as follows: 
(a) 10 with kraurosis, 8 of whom having hypochlorhydria and 2 
having normal acid; (b) 4 with leucoplakia, 1 of whom having 
hypochlorhydria, 2 having normal acid, and 1 having hyper- 
chlorhydria; (c) 11 with pruritus and vaginitis, 6 of whom having 
hypochlorhydria and 5 having normal acid. 

In this group there were 10 patients who had not reached the 
menopause and their average age was lower than in the total 
achlorhydric group, being for patients with kraurosis, 50.8 years; 
for patients with leucoplakia, 49.5 years; and for patients with 
pruritus, 48.6 years. The youngest patient in the whole series 
treated was 31 years and the oldest was 81 years. 

When achlorhydria was found I supplemented oestrin therapy 
with hydrochloric acid given by the mouth, sipped with food. 
Dosage usually began at 30 minims and was increased gradually 
to 1 drachm or 1} drachms three times a day. Patients who did 
not show any achlorhydria were given 1 drachm of oleum 
morrhuae three times a day, or halibut oil. In the patients with 
achlorhydria in whom I used hydrochloric acid therapy alone, 
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with oestrin for comparison, the improvement was not so marked 
or spectacular as in those patients treated with massive doses of 
oestrin from the beginning. All these patients were advised to 
eat plenty of fresh butter, vegetables, including raw carrot, 
fruit, and liver. However, I believe that hydrochloric acid 
should be continued after oestrin is stopped, as once the local 
condition is microscopically indistinguishable from normal and 
clinically improved there is not any doubt that the original 
anoestrin condition will return and the possibility of achlorhydria 
as a causal factor will become evident once again. 

I do not think that permanent results can be expected in these 
patients after a single course of oestrin therapy, and when 
oestradiol treatment alone has been used the symptoms tend to 
recur some months later, although after the recovery of the local 
condition a small nightly dose in vaginal suppositories is sufficient 
to keep the patient comfortable so far as my follow-up of 4 years 
shows. It will be necessary to watch these patients treated with 
hydrochloric acid and vitamin A for some time before any 
conclusion can be drawn. 

With the future reduction in price of standardized oestrin pre- 
parations and following the introduction of synthetic oestrogens 
which are effective by the mouth (Bishop, Boycott, and Zucker- 
man,'’ Winterton and McGregor,’* and Loeser’’), it may become 
practicable to employ this therapy in small continued substitution 
doses or by implantation of oestradiol or oestrone tabellae in 
the tissues. 


a 
TABLET IMPLANTATION OF PURE HORMONE. 


After the publication of the work of Deanesly and Parkes’ on 
delayed absorption from tablets of solid hormone when implanted 
in the tissues, I have carried out trials for several months in about 
15 of these patients with this new application. So far only a 
small percentage of results has been entirely satisfactory, but I 
believe that this is due to ignorance of the correct dosage to 
employ and uncertainty as to the most suitable oestrogen to use. 
It would appear that a large number of small tablets of oestrone 
or oestradiol, such as 20 milligrams, implanted in the sub- 
cutaneous tissue would be desirable. With each small tablet 
losing about 5 to ro per cent of its weight per month, 1 
application should last from 1 to 14 years and the approximate 
daily dose could be adjusted by the number of tablets implanted. 
It must be remembered that various factors will complicate the 
dose obtained by the body such as: (a) capsule formation, and 
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(b) alteration of the rate of absorption which will diminish as the 
tablets decrease in size. 

At present this substitution therapy is in the research stage 
and much more work must be done to elucidate all the factors 
which govern the calculation of a suitable dose. It is certain, 
however, that this form of application of oestrin therapy is more 
economical, and, once the difficulty of estimation of suitable 
dosage is overcome, this method should prove a valuable adjunct 
to the treatment of these conditions. 

So far I have not obtained much experience in the use of 
inunction of alcoholic tinctures of oestrone or oestradiol into the 
skin of the abdomen or thighs following Zondek’s' suggestion 
that this is almost as efficient as subcutaneous injection. In view 
of my experiments with male hormone applied in this form, I 
would suggest that the ratio of injection to inunction of alcohol 
solution is 1 to 6. 

As a result of my treatment of this series I am convinced that 
the comfort of patients can be improved and maintained by the 
judicious application of oestradiol therapy, and the following is 
the summary of my routine treatment: 


1. Injections of large doses of oestradiol benzoate at the start, 
at least twice weekly. If possible daily or still more 
frequent injections will hasten the improvement. 

. Vaginal suppositories of oestradiol. 

. Oestradiol cream application. 

. Tablet implantation of oestradiol or oestrone. 

. Hydrochloric acid by the mouth with food for hypo- 
achlorhydria or achlorhydria. 

. Diet rich in vitamin A. 

. Oleum morrhuae or some other preparations of vitamin A 
such as avoleum, radiostoleum, and halibut liver oil. 


SUMMARY OF TREATMENT OF RESULTS. 

Of the 48 patients treated, injections of oestradiol benzoate 
were given twice weekly to 38, and as improvement occurred 
these were reduced to once a week. 

At the beginning of treatment the doses ranged from 10 
milligrams to 25 milligrams and were gradually decreased. Aiter 
the introduction of efficient local treatment with ointment or 
suppositories and oral therapy with hydrochloric acid, the very 
high doses such as 25 milligrams were not found so necessary. 

Local treatment, which was of great importance, was given 
to 42 patients in the form of ointment of different strengths of 
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oestrone, oestradiol, or oestradiol benzoate in various bases and 
in suppositories containing 0.36 milligram of oestradiol. Of the 
patients who did not receive any local treatment, 1 patient 
suffering from slight leucoplakia found relief with cod-liver oil 
and hydrochloric acid taken by the mouth, and another patient 
suffering from early kraurosis obtained benefit with the same oral 
treatment and implantation of oestrone. The remaining 4 
patients had injections and oral oestrone. 

Implantation of tablets of oestrone or oestradiol in doses 
ranging from 13 to 120 milligrams in 1 to 6 tablets were 
implanted in 15 of these patients. The chief reason for this was 
to obtain some knowledge of the rate of absorption so that 
adequate dosage could be calculated for the average case, and 
in most patients the doses used were not adequate to obtain relief 
without the aid of local therapy. 

Very few patients achieved complete and lasting comfort, and 
nearly all of this series complain of slight relapses which are 
quickly put under control by further local therapy or a few 
injections. The more severe cases need almost continuous 
substitution therapy in one form or another, but normally sup- 
positories or ointment maintain good comfort. 


I am most grateful to Mr. H. L. Shepherd, Dr. Lily Baker, 
and Dr. Mabel Potter for referring cases to me for treatment and 
for their interested co-operation, and to Mr. Frank Stabler for 
his criticism. Dr. Potter also kindly conducted the experiments 
on mice. 

I am also indebted to Messrs. Schering Ltd. for samples of 
progynon for intramuscular injection and for treatment by the 
mouth, and for their nelp and assistance in producing an 
ointment and suppositories of oestradiol, also for tablets of 
oestrone and oestradiol for implantation. 

I am indebted to Organon Laboratories for ointment of di- 
menformon and implantation tablets of oestrone and oestradiol, 
to Messrs. Roche Products Ltd. for samples of oestroglandol, and 
to the Committee of the Bristol Royal Infirmary for the purchase 
of a small quantity of hormone during the last year. 
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with Radon Applicators 
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INTRODUCTION. 


CARCINOMA of the body of the uterus is relatively infrequent, 
only 1 case occurring for 50 of carcinoma of the cervix. It is 
nearly as common in nulliparae as in multiparae and rarely 
occurs before the menopause. In the early cases it is usually seen 
to arise from the mucosa of the upper portion of the fundus, 
tending to spread deeply into the muscle and downwards. It is 
rarely that early growth is found to start elsewhere than at the 
upper part. At a later stage the whole of the mucosa and the 
greater part of the wall of the uterus may be infiltrated, and 
once this has extended beyond the wall, except for extensions 
into the broad ligaments, the case is beyond the limits of X-ray 
or gamma-ray treatment. Crossen’ has proposed a classification 
in which he divides the cases occurring into six stages; nothing 
beyond Stage III, in which the whole uterine wall is infiltrated, 
can normally be considered suitable for radiation treatment. 


DIAGNOSIS. 


Haemorrhage and discharge are the early symptoms, and 
when they occur in a woman past the menopause the case re- 
quires immediate investigation. Many of these growths are very 
slow, and the patient may show little change in her general health 
over quite long periods. In the early stages, bimanual vaginal 
examination and examination with the vaginal speculum give 
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but little information. Bleeding and discharge may be apparent, 
the uterus may be slightly enlarged or irregular, but even this 
is not significant, and may be due to myomata. In advanced 
cases sprouting of growth from the external os is occasionally 
seen. Coincident myomata seem commonly to be a cause of 
error of diagnosis; recently we have had 9g cases in 18 months 
of carcinoma in the stump left after a subtotal hysterectomy, in 
which the carcinoma was not recognized until after the operation. 
Pain is a variable symptom, and in the early cases apparently 
dependent on uterine colic, but in later cases due to extension 
to the parametrium and pressure. Diagnosis must ultimately be 
made by exploration of the uterine cavity; this is usually done 
by curettage, and in many advanced cases nothing more is 
necessary as abundant material for microscopic examination can 
easily be obtained. In many of the earlier cases, however, 
diagnosis is not so easy; the area of the growth is limited, and 
easily missed in a blind curettage. Hysterotomy has obvious dis- 
advantages, though it still may, on rare occasions, be used. 
Previously, a method of uterine endoscopy has been described. * 
A straight endoscopic tube (Fig. 5), of diameter Io millimetres, 
is introduced after dilatation of the cervix, and the uterine cavity 
is packed tightly with gauze with alligator forceps to check 
haemorrhage. A spotlight is focused on the end of the endo- 
scopic tube and the gauze smartly removed. The region of the 
fundus can then be seen for a moment before it fills with blood. 
The endoscope is then slightly withdrawn, the uterus repacked, 
and the whole of its interior inspected in stages, lateral move- 
ment of the handle of the endoscope making possible inspection 
of the angles. Only if there is much haemorrhage is it necessary 
to pack the uterus after each movement. A sucker of the type 
used by laryngologists can be used if the haemorrhage is severe. 
Polypi, pedunculated myomata and areas of the adenocarcinoma 
can often be recognized by inspection, but in all cases a small 
portion of tissue can be scraped off with a sharp curette and 
submitted to a pathologist. The area and extent of the growth 
can be seen directly, and the section is not taken blindly, but 
actually from the affected area, which, in routine examination, 
is often small. This will, however, not give any indication of 
the extent of the infiltration of the uterine wall, which can only 
be assumed firstly by the thickening of the wall felt by manual 
examination, or by feeling thickening of the parametrium or 
fixity of the uterus and adnexa. Even this is not convincing, 
as in many cases inflammation tends to produce thickening 
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around the uterus and fixity, and there is no way of estimating 
how much of the thickening and fixity is due to inflammation 
and how much is really due to carcinomatous infiltration. 


TREATMENT. 

For reasons outlined in previous papers,” * gamma rays are 
preferred to X-rays in treating these cases. Most of the standard 
gynaecological textbooks consider only the surgical treatment of 
carcinoma of the corpus uteri, leaving for radium treatment only 
the advanced and inoperable cases. When the operative mor- 
tality of the surgical method is balanced against the slightly in- 
creased recurrence in those cases treated with radium, the 5-year 
cure results are almost equal. 

Although a matter of great academic interest, the question of 
the radiosensitivity of carcinoma of the corpus uteri is not a 
matter of great importance so far as treatment is concerned, 
since it is possible to give very heavy does of irradiation without 
damaging the surrounding structures. The ureters seem to be 
the most likely to be damaged, and care should be taken to 
protect them. Remembering that most of the patients are elderly 
women and, not uncommonly, women with poor urinary func- 
tion, it is evident that swelling and damage to the ureters are, by 
back-working on the kidneys, much more likely to produce 
serious effects. At one time, uraemia following irradiation was 
by no means uncommon, being brought on in patients with poor 
urinary function by swelling of the ureters and back-working 
on the kidneys. 

The requirement of protecting the ureters is not easily satis- 
fied with X-rays, but radium or radon sources placed inside the 
uterus enable full advantage to be taken of the inverse square 
law, so that a large dose may be given to the growth while sur- 
rounding structures are protected. The few methods of treat- 
ment usually described® are by means of radium tubes in tandem 
or in Y-shaped arrangements, but it is doubtful if the latter retain 
their shape after insertion. Prior to the development of the 
method outlined in this paper, about 10 5-millicurie radon 
needles (each 2.5 centimetres long and 0.8 millimetre platinum 
equivalent screenage) were inserted obliquely into the uterine 
wall giving a fanlike distribution.‘ The number of needles ° 
depended on the size of the uterus, and they remained in position 
for 8 days, giving about 5,000 milligram-hours, as compared 
with about 8,000 milligram-hours by the tube method, in which 
the radon is at a greater average distance from the treated tissue. 
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Calculations show that a minimal dose of about 5,000 Roentgens 
was delivered to the treated region. Serious symptoms did not 
arise in any case treated by this needle method, and there was 
never any evidence of perforation or peritonitis. However, the 
difficulty of inserting the needles seemed likely to militate against 
the general use of the method, and it was decided to attempt the 
development of a tube-method, in which about the same mini- 
mal dose would be delivered to the affected parts. The tube- 
method requires critical adjustment of the strengths and relative 
positions of the sources; this is difficult if only radium tubes of 
fixed strengths and sizes are available, but is simplified by using 
a compound radon tube designed to fit a uterine cavity of a 
given length. At the same time, by using one long rigid tube, 
the various radio-active sources are kept in the desired positions 
relative to the treated region. 


DEVELOPMENT OF RADON APPLICATOR. 


A compound applicator was developed to deliver certain cal- 
culated doses of gamma rays to the greater part of the uterus 
of given length, using one long radon tube for the reasons out- 
lined above. 

Preliminary calculations showed that the radon tube should 
be of large diameter to limit the maximal dose delivered to the 
nearer parts of the treated region. The diameter chosen was 
12.7 millimetres with an additional covering of 1.0 millimetre 
of sheet rubber to reduce the effect of secondary beta rays from 
the metal. The uterus was then considered to surround the tube 
closely and to be of the usual pear shape and of wall-thickness 
about 2.0 centimetres. 

The length of the uterine cavity varies considerably, so 5 
lengths (4, 5, 6, 7 and 8 centimetres) were used in the calcula- 
tions. For the 3 shortest lengths, 2 radio-active sections inside 
the radon tube were found to be sufficient, but for longer cavities 
3 active components were needed. The inside active part was 
placed as near as possible to the end of the tube, and that near 
the cervix was made to project outside the latter for a distance 
of 0.5 centimetre; the third active part was placed between these 
two when necessary. Then for each given cavity length the 
relative positions and strengths of the component sources were 
adjusted so that approximately equal doses were delivered to 
selected points around the outer boundary of the body of the 
uterus and cervix. The optimal relative strengths so found are 
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given in Table I. During these calculations care was taken to 
minimize the dose delivered to the ureters which lie close to the 
uterus about 2.5 centimetres above the outer end of the cervix. 


TABLE I. 
Optimal subdivision of radon between components of compound container. 





Percentages of total radon in sections 
Length of cee 
uterus Inside 


Outside 


(centimetres) end Centre end 
4 59 41 
5 67 33 
6 74 26 
q 72 r 26 
8 63 9 28 





Having determined the relative distribution of the radon, 
isodose curves were drawn (5, 6, 7) for cavity lengths of 4. 6 and 
8 centimetres using total quantities of radon of 51.1, 75.7 and 
84.6 millicuries respectively, inserted for 6 days 22 hours. These 
curves are given in Figs. I, 2 and 3, where the numbers on the 
curves refer to doses in multiples of 1,000 Roentgens. An exami- 
ration of the diagrams will show that the desired pear-shaped 
treated region was obtained except in the case of the 4 centimetre 
cavity in which the short length caused unavoidable difficulty. 

From the curves it was possible to deduce the total amounts 
of radon required to extend any given minimal dose through 
a given average thickness of tissue of the inside thicker half of 
the uterus. In Table II are given the total millicuries of radon 


TaBLeE II. 
Total radon to extend minimal dose of 4,000 Roentgens through specified 
thickness of uterine wall. 








Length Millicuries for different thicknesses of tissue 

of mae “ — -_ 
uterus 1.8 1.9 2.0 a3 iy 2.3 
(centi- _(centi- (centi- (centi- (centi- (centi- (centi- 


metres) metres) metres) metres) metres) metres) metres) 


58.8 





63-5 68.1 73-9 79-3 84.5 


4 
5 55-0 59-3 63-4 68.3 74-5 80.0 
6 53-4 57-6 61.9 67.0 72.6 97:7 
7 55-0 59.7 64.1 69.0 75.3 80.0 
8 


61.5 66.0 71.0 77.0 83.1 89.5 
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Isodose curves around container for 6-centimetre cavity. 
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Isodose curves around container for 8-centimetre cavity. 
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at insertion to deliver a minimal of 4,000 Roentgens in 6 days 
22 hours through various average thicknesses of the wall of a 
uterus of given length. To obtain any other dose the number of 
millicuries may be changed in proportion—thus to obtain 6,000 
Roentgens through 2 centimetres of wall of a uterus of length 
6 centimetres would require 92.9 millicuries of radon. 

For use in treatment, the strengths tentatively adopted are 
given in Table III; to be comparable with the needle-method 


TaBLe III. 
Strengths adopted for therapeutic purposes. 


Millicuries ot radon 





Length of 
uterus Inside Oucside 
(centimetres) end Centre end Total 

4 44-3 . — 30.7 75-0 
5 53-2 = 260.2 79-4 
6 57-3 — 20.2 77°5 
7 57-8 1.6 20.8 80.2 
8 


56.0 8.0 24.8 88.8 


previously used, they were chosen to obtain 5,000 Roentgens 
through 2.0 centimetres of the wall of the uterus, except for a 
cavity length of 4 centimetres where the tissue thickness treated 
was reduced to 1.8 centimetres to avoid possible over-exposure 
to the ureters. Under these conditions, the ureters receive doses 
of approximately 5,000, 4,700, 4,000, 3,500 and 3,150 Roentgens 
for cavity lengths of from 4 to 8 centimetres respectively, while 
the maximal dose received by the mucosa of the fundus varies 
from about 50,000 to 35,000 Roentgens. This is not as severe as 
is often the case with radium tubes, when the maximal dose may 
be 60,000 Roentgens or more; while the treatment dose is some- 
what lower than the maximum recommended by Lucas.* 


CONSTRUCTION OF RADON CONTAINER. 


A set of containers suitable for the application of the dosage 
system developed in the preceding section was constructed from 
a cylindrical brass rod of 0.5 inch diameter. The various parts 
making up the complete set are drawn to scale in Fig. 4. The 
square cap marked A and the eyelet part C are used for each 
length of the uterine cavity, while the central parts B,, B;, B,, 
B,, and B, are used for the appropriate lengths. 
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It will be seen that the active length of the inner radon source 
is always 1.0 centimetre, and that of the central source 2.0 centi- 
metres, while the outer source has a length of 1.0 centimetre 
for 4, 5 and 6 centimetre uterine cavities and 2.0 centimetres for 
7 and 8 centimetre cavities. 

The brass container is filled for use by unscrewing the various 
parts and inserting the desired measured quantities of radon, 
which is sealed in lengths of gold capillary tubing of wall thick- 
ness equivalent to 0.3 millimetre of platinum. The strength of 
the radon is adjusted to be correct at a given time of insertion, 
and an exposure time of 6 days 22 hours was chosen to enable 
one case to be treated each week, leaving 2 hours for the empty- 
ing and refilling of the tube. 

The brass portions of the tube are plated with chromium to 
prevent corrosion. 




















Fig. 5. 


Section of Endoscope. 


CLINICAL APPLICATION. 


To enable a radon tube of suitable length to be prepared it is 
necessary to find the length of the uterine cavity; this is 
measured in the usual way with a uterine sound. After prepara- 
tion the cervix is dilated with Hegar’s dilators to 14 millimetres 
and the rubber-covered compound radon tube inserted. An 
empty pessary, also covered with thin rubber, of the type pre- 
viously described’, is placed in position below the radon tube, 
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which rests on the crossed rubber bands. In the rare cases with- 
out a sound pelvic floor to keep the pessary in position, gauze 
packing may be necessary. In removing the pessary the pos- 
terior bar should be pulled down with the hooked finger. 


SUMMARY. 


The radiation treatment of carcinoma of the corpus uteri is 
discussed, and a method has been developed using a compound 
radon tube with several radio-active components. The tube has 
been designed for use with uterine cavities of five different 
lengths, with the object of delivering a reasonably uniform dose 
of radiation to the uterus itself, while protecting surrounding 
structures from over-exposure. The practical application of the 
method is described. 
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A Case of Haematometra Following Radium Therapy 
for Benign Uterine Haemorrhage 
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Hon, Assistant Visiting Obstetrician and Gynaecologist to 
Dundee Royal Infirmary; Assistant in Midwifery, 
University of St. Andrews. 


HAEMATOMETRA due to cervical stenosis and return of menstrua- 
tion must be a rare result of radium treatment for benign uterine 
haemorrhage at or near the menopause. The following is the 
case-history of such a condition treated in the Dundee Royal 
Infirmary. 


CasE History. 

The patient, aged 40 years, first came under my observation 
when she reported at the Gynaecological Out-Patient Depart- 
ment on September 27, 1937, complaining that a few days pre- 
viously she had had a sudden vaginal haemorrhage. Her 
previous case-notes revealed that in September 1936 she had been 
treated in the gynaecological ward for menopausal uterine bleed- 
ing with an intra-uterine application of 50 milligrams of radium 
for 48 hours (2,400 milligram-hours). Her history had been a 
long one of menorrhagia and menostaxis. The uterus was re- 
ported to be bulky and inclined backwards, but no note of its 
actual size or of the condition of the endometrium had been 
recorded. Presumably there had been no question of malig- 
nancy. The cervix was reported to be normal. She had had 
I3 normal pregnancies and 2 miscarriages. 

Her further history, which she gave me, showed that she 
had had amenorrhoea following the treatment until a sud- 
den sharp attack of haemorrhage occurred a few days before 
she reported at hospital. The bleeding had come on while she 
was sitting still, and had been of sufficient severity to soak 
through her clothing. Pain had preceded the bleeding. There 
had been no further loss of any sort since that day. She 
omitted to mention the fact that the blood had been dark brown 
in colour, but at a later date she admitted this on being asked 
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about it. On examination I found her to be a small, thin, under- 
nourished individual, though not obviously anaemic. Bimanual 
examination revealed an enlarged uterus, but no other abnor- 
mality. It was considered probable that the radium treatment 
had caused only a temporary menopause, and that the recent 
attack of bleeding might have been the return of menstruation. 
The suddenness of the haemorrhage, however, was puzzling. 
Her name was put on the waiting-list so that she might be in- 
vestigated at an early date. 

Accordingly, on October 6, 1937, a thorough pelvic examina- 
tion was carried out under general anaesthesia. Bimanual ex- 
amination revealed an enlarged, soft uterus of globular shape, 
of about the size of a 10 weeks’ pregnancy. Hegar’s sign was 
elicited. The cervix was not soft. The left ovary was palpable, 
but not enlarged, while the right one was not palpable. The 
presence of a 10 weeks’ pregnancy was considered probable, and 
the sudden bleeding a week or two previously suggested a 
threatening miscarriage at that time. It was thought advisable 
to procure abortion immediately on account of the possibility of 
a deformed child resulting from the effect of the radium on the 
ovaries a year previously. Accordingly a uterine sound was 
passed, with considerable difficulty, through the small, stenosed 
cervical canal. On withdrawing the sound some tarry, chocolate- 
coloured fluid escaped from the os in a spurt. The uterine cavity 
measured 5 inches. The cervical canal was dilated with 
graduated metal dilators, and the same tarry fluid escaped in a 
stream as each dilator was withdrawn. It was realized by this 
time that the condition was one of haematometra and not preg- 
nancy. Finally, curettage was carried out carefully with a sharp 
curette. Dark membranous shreds of tissue came away along 
with more of the tarry fluid. There was not sufficient tissue for 
microscopical examination to be worth while. A _ hot intra- 
uterine douche was given, and a little fresh blood escaped after 
more dark fluid had been washed out. Convalescence after this 
operation was normal. The patient admitted, when questioned, 
that the previous haemorrhage had been of dark brown fluid. 

On April 25, 1938, about 6 months after operation, the 
patient reported. She stated that after leaving hospital there 
had not been any bleeding or discharge until March 16, when 
bleeding like a normal period started. This bleeding continued, 
however, with never more than a day or two’s freedom, right up 
to the day she reported. Pains of an intermittent character ac- 
companied the bleeding. She had been feeling well and putting 
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on weight until the bleeding had appeared, since when she had 
been feeling unwell and losing weight. She was pale and looked 
in rather poor general condition. Examination revealed an en- 
larged uterus lying posteriorly with a small but apparently 
healthy cervix. Her name was again put on the waiting-list so 
that another examination under anaesthesia might be made at 
an early date. An iron-containing mixture was prescribed. She 
failed to come into hospital when subsequently sent for, so was 
followed up on May 16. She said that the bleeding had con- 
tinued until the beginning of May and had then completely 
stopped. She did not think that any treatment in hospital was 
necessary as she was feeling much better. Bleeding, which she 
was sure was a normal period, had started again that day. Ad- 
mission to hospital was urged, and she came into the ward the 
same day. 

The following day, May 17, pelvic examination was carried 
out under general anaesthesia. The uterus felt enlarged and soft, 
and lay in a retroflexed position. On inspection the cervix was 
seen to be smooth and rather shrunken, but otherwise healthy. 
The cervical os was again very small. Dilatation and curettage 
were carried out. There was difficulty as before in passing the 
sound, as the cervical canal appeared to be stenosed. The 
uterine cavity measured 3} inches. The endometrium was 
scanty, and was sent for microscopic examination. Appar- 
ently fresh blood escaped from the os on dilating the canal, and 
then darker blood as dilatation proceeded. The interior of the 
uterine wall felt soft with the curette. The pathological report 
on the curettings read: ‘‘ Well advanced premenstrual cyclical 
changes. Several fragments of old hyaline clot present. No 
evidence of inflammatory change or malignancy.”’ 

On November 9, 1938, the patient reported that she had had 
bleeding for a day or two after returning home in May, again 
for 2 weeks in July, and again for 3 weeks in September with 
the passage of clots. Very severe flushings had become trouble- 
some in the past few months. On examination the uterus could 
not be palpated, the cervix felt as before, and there was no sign 
of bleeding or discharge. The patient looked well. 


DISCUSSION. 

In this case the cervix must have been fibrosed to such an 
extent following the radium treatment in 1936 that complete 
occlusion of the cervical canal resulted. It would have been in- 
teresting to know when the periods actually began to recur. 
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From the amount of blood in the uterus, and from the enlarge- 
ment of that organ, it appeared likely that several periods had 
occurred by September 1937. Ultimately the pressure within 
the uterus had obviously become sufficient to force the dark 
altered blood through the os. The uterine contractions were 
accompanied by pain. The pressure within the uterus being 
thus relieved to a certain extent, the remainder of the fluid re- 
mained in the organ until operation revealed its presence. It is 
exceedingly unlikely that the old blood in the uterus resulted 
from the bleeding which sometimes immediately follows radium 
therapy, because the stenosis of the os would not have become 
complete so soon after treatment and the blood would have 
escaped externally. Bland,’ in discussing the incidence of 
pyometra after radium treatment for cervical carcinoma, which 
he assesses at I in 100, says that the fibrosis of the cervix is 
probably complete 3 months after radium and then contraction 
occurs. Of course, in considering benign uterine haemorrhage, 
the cervix is usually normal and there should not be the same 
tendency to contraction as occurs in cancerous tissue. But one 
may assume that if contraction does occur it will probably be a 
gradual process. Martindale’? suggests that one advantage of 
X-ray over radium treatment for benign uterine bleeding is that 
there is no fear of resultant stenosis of the cervix. Cases have 
been recorded in the literature of obstructed labour due to the 
rigid cervix following radium treatment, but in very few of a 
large series of cases mentioned by Murphy’ did any difficulty at 
labour arise. Various writers have recorded cases of carcinoma 
of the uterus following radium therapy, but Strachan‘ in report- 
ing 2 cases did not consider radium to have been the cause, and 
the general opinion seems to be that in such cases the carcinoma 
was probably present before the radium treatment was given. 
One may assume that in the case I have recorded a 
period of amenorrhoea ensued for a few months after radium 
therapy, accompanied by gradual stenosis of the os. Then the 
menstrual periods eventually returned into what had become a 
closed cavity. It was interesting that a further few months of 
amenorrhoea followed the clearing out of the haematometra. 
Possibly, following the operation in 1937, the canal had closed 
again, and though menstruation had become re-established 
the blood had been dammed back in the uterus until March 1938, 
when leakage had begun and had continued. Against this is 
the fact that the patient definitely stated that the bleeding since 
March had been of bright red colour, and one must, therefore, 
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assume that menstruation had again begun only in March. The 
incompletely stenosed condition of the cervical os, together with 
the posterior position of the uterus, would prevent proper drain- 
age, and an intermittent variety of haematometra would result. 
Another menstrual period in April probably became superadded 
to the bleeding, and then amenorrhoea had occurred until a third 
period had appeared in May. The microscopical appearance 
of the curettings at this time showed that the bleeding was 
coming from an endometrium of premenstrual or secretory type. 
Since the curettage in May 1938 further bleedings followed, 
possibly of menstrual type. Probably the cervical canal again 
became completely closed, accounting for the lengthy bleed- 
ings. Should the bleeding become excessive, hysterectomy 
or further radium treatment may have to be considered. The 
severe flushings which have recently been troublesome probably 
indicate that ovarian activity is now waning and that a natural 
menopause is approaching. 

It is a moot point whether intra-uterine radium acts primarily 
on the ovaries or endometrium, but probably the main con- 
sensus of opinion nowadays is in favour of the ovaries being 
primarily concerned. Certainly in the case recorded the endo- 
metrium, after a dosage of 2,400 milligram-hours of radium, 
showed a remarkable power of regeneration as manifested in the 
premenstrual activity of the endometrium at a later date. X-rays 
undoubtedly act on the ovaries and, as Matthews’ states, larger 
doses are required to permanently destroy the follicular ap- 
paratus in younger women than in older women who have fewer 
and less resistant follicles. In my patient, aged 39 years at the 
time of radium therapy, the radium probably caused destruction 
of the more mature follicles, with temporary amenorrhoea; but 
with the maturation of further follicles, apparently untouched by 
the radium, endometrial activity became re-established. This 
patient suffered none of the general disturbances which are apt 
to accompany the production of an artificial menopause, and it 
would appear as though her ovaries had been little affected by 
the radium. 


THE POSSIBLE EFFECTS OF PRE-CONCEPTIONAL AND PostT- 
CONCEPTIONAL IRRADIATION ON THE OvuUM. 


In the case of haematometra described the diagnosis of an 
early pregnancy was made before the true condition was realized. 
Dilatation of the cervix was carried out immediately with a view 
to terminating the pregnancy, as it was thought possible that the 
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pre-conceptional radiation of the egg-cell might have a deleterious 
effect on the subsequent developing foetus. A perusal of the 
literature reveals some interesting studies on this subject. 
Matthews® quotes workers who have found that in animal ex- 
perimentation, when an ovary in vivo is irradiated with X-rays, 
round-celled infiltration and engorgement of blood-vessels takes 
place, followed by fibrous tissue deposition and degeneration of 
the follicles. In his own study on human material he found that 
the same changes took place after irradiation, and that with a 
dosage of 800 to 1,200 milligram-hours of radium the primordial 
follicle escaped injury long after the mature follicles were disin- 
tegrated. Thus amenorrhoea ensued until these primordial fol- 
licles could grow to maturity, which took time. The corpus 
luteum was also very resistant to radiation. After a dosage of 
2,400 to 4,000 milligram-hours of radium complete destruction 
of the follicular apparatus took place with extreme fibrosis 
throughout the ovary. Bagg,* experimenting with irradiated 
mice, found that subsequent generations showed definite defects 
in development compared with a control group. He thought it 
questionable whether irradiation should be used in the human 
being to destroy the ripe follicles, leaving the immature ones 
injured but capable of development. Murphy,*’ surveying 625 
pregnancies following pre-conceptional and post-conceptional ir- 
radiation, found that in both groups the abortion, the still-birth, 
the infant death and infant morbidity rates were no higher than 
the usual proportion in the population. In the pre-conceptional 
group a few gross deformities, including one microcephalic idiot, 
were found in the offspring, but the deformities did not show 
any uniformity in type, and could not be definitely ascribed to 
the irradiation. On the other hand, in those pregnancies in 
which irradiation took place after conception, the very striking 
fact emerged that 33 per cent of the children suffered from gross 
deformities. Microcephaly and mental abnormalities predomi- 
nated, and the irradiation was obviously the causal factor. 
Microcephaly is supposed to occur once in every 10,000 to 
20,000 births, and yet in this series of cases it occurred once in 
about every four births. Murphy considers that should a grow- 
ing embryo unwittingly be irradiated, and the presence of the 
pregnancy later discovered, the pregnancy should be terminated 
without delay. 

An interesting case occurred in the Dundee Royal Infirmary a 
few years ago. Cervical carcinoma, discovered in a woman who 
was 4 months pregnant, was treated with a total dosage of 8,900 
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milligram-hours of radium. A normal, healthy child was born 
by Caesarean section at term. Sterilization was not performed 
at the operation, as further radium treatment was considered 
advisable later, with presumable sterilization by the effect on the 
ovaries. Unfortunately the patient refused further treatment. 
Another pregnancy ensued, and a healthy child was delivered 
by Caesarean section 2 years after the first operation. A year 
later the woman died from the disease. In this case the radium 
emanations can scarcely have reached the ovaries at all, which 
is perhaps not surprising when one considers how the ovaries are 
carried up into the abdomen by the developing pregnant uterus. 
Yet Goldstein and Murphy* reported a case of cervical cancer in 
a woman 6 months pregnant treated with 4,440 milligram-hours 
of radium, with a normal delivery at 34 weeks of a microce- 
phalic idiot, the second to be reported in the literature. 

Finally, a more subtle danger of pre-conceptional irradiation 
therapy is the effect on future generations. Waddington’ states 
that though the immediate offspring will probably be normal, 
subsequent generations may not be. He explains that as most of 
the mutated genes caused by the irradiation will probably be re- 
cessive, they will not be manifested except in the offspring 
resulting from the mating of two individuals carrying the mutated 
gene. Such a chance is fortunately infinitesimal so long as ir- 
radiation treatment is not abused.’® But should temporary steri- 
lization by X-rays become widely practised as a convenient 
method of contraception, Waddington suggests that a serious de- 
terioration of human stock might result. 


SUMMARY. 


1. A case of haematometra following radium therapy for 
benign uterine haemorrhage in a patient near the menopause, 
and simulating an early pregnancy, is recorded and discussed. 

2. The possible effects of pre-conceptional and post-concep- 
tional irradiation on the ovum are discussed. 


I am indebted to Dr. Margaret Fairlie for permission to 
record this case, and to Professor D. F. Cappell for the report 
on the endometrium. 
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WE wish to place on record an account of a fatal outbreak of 
streptococcal peritonitis involving four babies nursed in a 
maternity ward. We cannot find any reference to a comparable 
outbreak in the literature. The post-mortem records of the hos- 
pital for the past 5 years show only one similar autopsy which 
was carried out 3 years ago—a case of streptococcal peritonitis 
with suppurative arthritis in a baby 4 weeks old. Apart from 
this case and the 4 to be described, no other similar cases appear 
in the clinical records of the hospital for at least Io years. 


DESCRIPTION OF THE CASES. 

Baby A. Female of normal weight who was delivered on the 13th 
February, 1938. She did not take her feeds well, and when 7 days old she 
was listless, pale, dehydrated, and her stools were slightly green. Her 
respirations were normal, she had not vomited and there were no signs of 
peritonitis. She died suddenly on that day. 

Post-mortem examination. The umbilical cord was found to _ be 
shrivelled and dry, without any evidence of infection or inflammation of 
the surrounding skin, and the abdomen was not distended. The peritoneal 
sac contained about 2 ounces of reddish-brown turbid glairy fluid which 
was distributed uniformly over the intestines and abdominal viscera. Smears 
and culture from the fluid disclosed pus cells and numerous chains of 
haemolytic streptococci. This organism was not typed. The heart, lungs, 
abdominal organs and brain were normal. 


Baby B. Male of normal weight who was delivered on the 24th 
February, 1938. He began to vomit 5 days later, collapsed and died the 
same day. Clinically, there were no signs of peritonitis. 
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Post-mortem examination. The appearances were similar to those of 
Baby A. A pure growth of haemolytic streptococci was found on culture. 
Type 28. 


Baby C. Male born prematurely on 21st February, 1938. Nine days 
later he was pallid and listless, his stools were normal, his weight was 
satisfactory in view of the prematurity. His heart and pulse were normal, 
but his respirations were laboured and unduly rapid. He died on the tenth 
day having vomited twice shortly before death. 

Post-mortem examination. The appearances were similar to those found 
in Baby A and Baby B, except the peritoneal exudate was definitely more 
purulent and there was slight oedema of the muscles of the anterior 
abdominal wall. A smear and culture of the peritoneal exudate disclosed 
a pure culture of haemolytic streptococcus. Type 28. 


Baby D. Male of normal weight born on 14th February, 1938. He was 
sent home at the end of 12 days apparently well and died suddenly when 
30 days old. The parents, who were in very poor circumstances, did not 
call a doctor until the baby was moribund, and, in consequence, the doctor 
refused to give a death certificate, and a post-mortem examination was 
ordered by the Coroner, 

Post-mortem examination. The baby was very wasted. His umbilical 
cord was shrivelled and did not show any naked eye evidence of infection. 
There was some general oedema of the muscles and subcutaneous tissue of 
the abdominal walls. The peritoneal sac contained a fibrino-purulent 
exudate of some duration, since there were well-formed fibrino-purulent 
deposits on the liver, spleen, and parts of the parietal peritoneum. The 
thoracic and abdominal organs, brain and sinuses were normal. A smear 
and culture of the peritoneal exudate disclosed a pure growth of haemo- 
lytic streptococcus. Type 28. 


The stumps of the umbilical cords were not examined bac- 
teriologically in any of these cases as it was considered that had 
they shown streptococci there was no means of proving whether 
the organisms had extended inwards from the cord to the peri- 
toneum or vice versa. 


INVESTIGATION INTO THE CAUSE OF THE OUTBREAK. 


A special investigation was not made to elucidate the source 
of infection in Baby A, who died on the 20th February. How- 
ever, when 2 further cases were discovered, one on March 2nd 
and the other on March 3rd, steps were immediately taken to 
discover the cause of the outbreak. Although there were not any 
signs of involvement of the umbilical cord, it was thought prob- 
able that infection had occurred by this route. Vaginal infection 
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was considered but ruled out as 3 of the patients were males. 
The possible sources of infection were: 


1. Chalk used for dressing the umbilical cords. 
2. Ligatures used for tying the umbilical cords. 
3. Umbilical cord dressings. 


4. Septic spots or infection of any kind on the skin, particu- 
larly the hands of the nursing staff and the mothers of the in- 
fected babies. 


5. Throat or nose carriers of haemolytic streptococci among 
the nursing staff and the mothers of the babies involved. 

The other mothers in the ward were not specially examined, 
as it seemed very improbable that they were the source of the 
infection. 


Bacteriological examination of 1, 2, and 3 gave negative 
results. None of the nursing staff or mothers showed septic 
spots or any skin lesions likely to convey infection. Throat and 
nose swabs from the mothers of babies A, B, and C were nega- 
tive for haemolytic streptococci. The mother of baby D, who 
died at home, was not examined. Each of the mothers had a 
perfectly normal puerperium. Cultures from the throat and nose 
of all the nursing staff showed that out of a total of 13, 3 were 
throat-carriers of haemolytic streptococci and 1 had a copious 
growth of haemolytic streptococci in both throat and nose. 

All the strains of streptococci were typed by Dr. V. D. Allison 
at the Ministry of Health Laboratory. One of the throat-carriers 
harboured type 4, a second type 14, and a third a type which 
was not identified but which was not type 28. The strains 
isolated from the nurse with streptococci in the throat and nose 
were both type 28, which was the type responsible for the peri- 
tonitis in babies B, C, and D. This nurse commenced duty in 
the maternity ward on February 18, that is, 2 days before the 
first infant, Baby A, died. On February ro the nurse had been 
rejected for maternity work, as haemolytic streptococci were 
present in her throat and nose, but on February 17, that is 
just before she came on duty, throat and nose swabs were nega- 
tive for these organisms. Further swabs taken on February 
25, when she had a slight cold, were again negative for haemo- 
lytic streptococci. The two last negative findings are open to 
criticism, for it is possible that the nurse in question may have 
used a throat gargle and a nasal douche. This nurse, being a 
junior at maternity work, was not allowed to assist at the birth 
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of any of the babies, nor was she allowed to bathe them or to 
dress any of the umbilical cords. She was on duty in the chang- 
ing room, and along with several other nurses handled the 
babies and changed their napkins. Prior to her arrival in the 
ward there had not been any pyrexial disturbance among the 
mothers in the ward for over 2 months. After her arrival a few 
of the mothers had a slight evening rise of temperature of g9'F. 
or 100°F. These patients were not investigated bacteriologically 
as pyrexia was slight and transient. When this nurse was re- 
moved from the ward there was not any further pyrexial distur- 
bance among the mothers, and an absence of cases of peritonitis. 
All the babies were breast fed. 

The general routine existing in the ward with regard to the 
prevention of infection required that all the members of the 
nursing staff must wear masks while in attendance on the 
mothers, that is, when in the maternity ward. The nurses did 
not wear masks in the changing room while bathing and dressing 
the babies. The umbilical cords were dressed each morning with 
sterile chalk and dressings after the nurse’s hands were 
thoroughly scrubbed. The cords were not touched directly 
by hand. This is, we believe, the general routine adopted in 
most maternity hospitals. We recognize that it is not foolproof, 
and also that it is not always practicable to observe strict 
asepsis, especially when bathing an infant. 

In all probability infection of the umbilical cord of the 
affected babies occurred during the process of bathing the infants 
or dressing their cords. It has been pointed out that the infected 
nurse did not take any part in this procedure, but her presence 
in the changing room and her contact with other nurses made 
infection possible either by droplet infection or by infection from 
hands owing to faulty technique. It would appear that the in- 
fected nurse was the direct or indirect cause of the peritonitis in 
the babies, but we recognize that the evidence is merely sugges- 
tive and by no means proven. 

We wish to thank Dr. V. D. Allison, Ministry of Health 
Laboratory for typing all the haemolytic streptococci isolated 
and for valuable suggestions, also Dr. J. D. Giles, Medical 
Superintendent to the hospital for his very helpful co-operation 
in investigating the outbreak and for his permission to publish 
this account. 
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THE following cases illustrate some points in the aetiology and 
treatment of what is probably the gravest complication of mis- 
carriage. 

A single nulliparous patient, 28 years of age, was admitted 
as a case of incomplete abortion at 8 p.m. on May 27th, 1937, 
to St. James’s Hospital. Her last menstrual period had been on 
an unknown date in January. Criminal interference had been 
carried out by an unknown operator. When seen the patient’s 
temperature was normal and the pulse-rate 118. The uterus was 
enlarged to the umbilicus and acutely tender. The umbilical 
cord was hanging from the vulva and slight bleeding from the 
uterus was taking place. 

The case was one demanding general treatment prior to the 
emptying of the uterus. At 10 a.m., on May 28th, the pulse- 
rate had risen to 140, so under general anaesthesia the placenta 
was expressed by Credé’s method. It was extremely offensive 
but complete and unaccompanied by gas. The patient’s pulse- 
rate was uncountable after the operation, but within 3 hours 
she had responded well to restorative treatment and had a pulse- 
rate of 130. During the afternoon, deterioration in her condition 
was of dramatic swiftness. Extreme pallor, air-hunger, and an 
imperceptible pulse were combined with a distressing mental 
alertness. The patient was acutely conscious of impending 
death. The abdomen was distended and tender, and dark blue 
discoloration was present in the skin of the right iliac fossa. 

A pint of intravenous gum saline followed by a pint of 


- 313 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


citrated blood, and an injection of morphia and coramine 
were given. At 7.30 p.m. laparotomy was performed under 
gas, oxygen and ether anaesthesia. Offensive gas escaped on 
opening the peritoneum, which also contained free blood-stained 
fluid. The uterus, completely black in colour and of a size cor- 
responding to a 4 months’ pregnancy, was easily found among 
the intensely red coils of inflamed intestine. The uterine wall 
was not perforated. The patient’s condition at this stage 
was so grave that the abdomen was rapidly closed. She 
was pulseless at the wrist and grey in colour, and her only sign 
of life was rapid shallow respiration. Death on the table seemed 
inevitable if hysterectomy had been performed. Consciousness 
was soon regained and the patient showed the same alertness 
and apprehension as before laparotomy. Anti-gas gangrene 
serum in two doses of 20,000 units did nothing to improve the 
patient’s condition, and 4 hours after operation she died, con- 
scious till the last moment. 

On February 15th, at 8 p.m., we admitted to the same hos- 
pital a married nulliparous woman, 30 years of age. She was 
anxious to have a child. Her last menstrual period had been on 
October 30th, 1937, and vaginal bleeding with abdominal pain 
had been in progress for 24 hours. The temperature was 97.6°F. 
and the pulse-rate 114. One hour after admission a foetus of 
16 weeks was delivered. Serious bleeding followed, and evacua- 
tion of the placenta by sponge forceps under gas and oxygen 
anaesthesia was undertaken. The placenta had not separated, 
and its removal was incomplete when the operation had to be 
ended because of the critical condition of the patient. The 
uterus was rapidly plugged with sterile gauze and transfusion 
of 500 cubic centimetres of citrated blood and 200 cubic centi- 
metres of saline were given at once. Fourteen hours later, when 
the plug was removed, bleeding had ceased. During the follow- 
ing 8 hours the complete syndrome of gas gangrene of the uterus 
developed. The patient became alert and anxious, pallor was 
striking, distension and tenderness of the abdomen became in- 
creasingly marked and frequent vomiting took place. The pulse 
was thin in volume and its rate was 140. 

Having in mind the previous case, we decided to perform 
laparotomy. The abdomen was opened under gas, oxygen and 
ether anaesthesia. The peritoneal cavity contained blood-stained 
offensive fluid. The uterus corresponded in size to a‘ 16 weeks’ 
pregnancy, and was completely black and gangrenous. It was 
friable in consistence and gas bubbled from any breach in the 
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surface when the organ was grasped. This massive necrosis had 
also involved the whole of both broad ligaments. 

In spite of the probability of the patient’s death on the table, 
hysterectomy was rapidly performed. Ligation of pedicles was 
perfunctory and indeed unnecessary for the line of section passed 
through dead tissue. A large drainage tube was passed into the 
vagina and the pelvic peritoneum quickly closed above it. The 
pelvis was swabbed out with hydrogen peroxide and another 
large tube was used to drain the pouch of Douglas through the 
abdominal wound. The abdomen was closed in layers. 

Eight hours later the abdomen was soft and painless. The 
patient was jaundiced and her pulse-rate 160. 

During the next 48 hours 9 pints of ro per cent glucose-saline 
were given intravenously by the drip method. During 5 days 
400,000 units of Burroughs & Wellcome’s concentrated bacillus 
perfringens serum were given intramuscularly. Copious dis- 
charge of offensive pus took place from both drainage tubes. 
Five weeks after the operation the wound had healed and the 
patient was very well. On vaginal examination digitally and by 
speculum, the vaginal portion of the cervix was identified clean 
and nulliparous in appearance. 

The first case illustrates the hopelessness of leaving the uterus 
in situ and the second the surprising result which may be 
achieved by removing it even in a moribund patient. 

An indication of the necessary dosage of serum is given, and 
according to A. M. Hill' this amount represents an average dose. 

Glucose-saline was given to avert the dangers of suppression 
of urine and of hepatic failure. 


Our thanks are due to Sir Frederick Menzies, Medical Officer 
of Health of the County of London, for permission to publish 
these cases. 
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Evidence of Foetal Respiration in Utero 


BY 


Tuomas H. Bett, M.B. (Toronto). 


Department of Pathology, British Postgraduate Medical 
School, London. 


A STILLBORN infant at term recently came to autopsy in this 
department presenting curious subpleural nodules in the lungs. 
They were smooth, rounded and bulging from the pleural sur- 
faces, four on the right side and two on the left, all in the upper 
parts of the lungs (Fig. 1). The largest measured about I cm. 
in diameter (Fig. 3), the smallest 4 mm. They were of meaty 
consistence, flecked with yellow as from lipoid content and 
showing a reddish periphery like an inflammatory lesion. 

The lungs were completely airless, and the post-mortem find- 
ings were those of asphyxial death, the cause of which was not 
apparent. 

Under the microscope the unusual pulmonary lesions proved 
to be swollen subpleural lymph nodes (Fig. 3) showing patchy 
coagulation necrosis and cellular granulomatous reaction (Fig.4). 
They were negative for tubercle bacilli, but the Ziehl-Nielson 
stain brought to light peculiar small, acicular, scaly structures 
(Figs. 5 and 6) which were lightly acid-fast. They lay in groups 
towards the centre of necrotic areas. They were undergoing 
disintegration; some were ingested by foreign body giant cells; 
some contained flattened, pyknotic nuclear remnants. They 
looked like the skeletons of cornified squamous epithelial cells, 
and when compared with a smear of fresh vernix caseosa they 
corresponded closely with the squamous scales. 

The inference is that the child inhaled amniotic fluid (and 
vernix) in utero. This must have happened as a more or less 
isolated occurrence some little time before birth, because the 
vernix had all been evacuated out of the air sacs into subpleural 
lymph depots, where it had had time to produce some consider- 
able reaction. 

Casting about for some explanation, we were assisted by 
Professor James Young, in whose unit the birth had occurred. 
He had preserved the placenta (Fig. 2) because a large part of 
it, one-third to one-half, was destroyed by a massive white 
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EVIDENCE OF FOETAL RESPIRATION IN UTERO 


infarct. This in turn was thought to be related to an episode in 
the clinical history of the mother. 

She was 38 years of age, had 8 living children and had had 
one miscarriage. The present pregnancy was uneventful till the 
sixth month, when, following tooth extraction, she had a fairly 
severe accidental haemorrhage. She was in bed for a week after 
this, then recovered fully and carried on to term without further 
incident. 

Linking these various findings together, the following se- 
quence of events seems not improbable: placental infarction 
probably coincided with accidental haemorrhage at the twenty- 
second week; the foetus suffered transitory anoxaemia at this 
time sufficient to stimulate the respiratory centre, causing inhala- 
tion of amniotic fluid; recovery of foetus and resumpton of nor- 
mal intra-uterine life to term; evacuation of amniotic fluid out of 
lungs and segregation of vernix residue in subpleural lymph 
depots. 

The appearance of the pulmonary lesions is compatible with a 
duration of 16 weeks, the interval between the accidental hae- 
morrhage and birth. It was evident that the child had lived 
until shortly before birth. One cannot say what relation, if any, 
the pulmonary lesions bore to the death of the child. It was a 
spontaneous breech delivery after rather prolonged labour. 

Aspiration of amniotic fluid in utero is, of course, a well- 
known phenomenon. My attention was first attracted to it in 
Aschoff’s laboratory, where Szlavik’ was working out the pul- 
monary changes in a series of stillbirths. Since then I have often 
found it in the lungs of the newborn. It is frequently present in 
cases of asphyxia neonatorum, as Johnson and Meyer” had pre- 
viously pointed out. The histological identification of amniotic 
fluid depends largely upon the presence of epidermal cells and 
sebaceous droplets which derive from the vernix. In a typical 
case one will find many of the air sacs flooded with this material. 
But I have not seen or heard of its becoming localized in the 
pleura as it was in this case. 

Snyder and Rosenfeld*® have given an interesting account of 
respiratory movements in the unborn child. They have pro- 
duced evidence to show that periodic shallow breathing of 
amniotic fluid is a normal function of respiration in the foetus 
near term. The present case, however, seems to represent a 
more abnormal type of foetal breathing, akin perhaps to 
those striking cases recorded by Windle and his associates* in 
which foetis as early as the fourth month of development 
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were observed to gasp for breath when taken from the uterus. 
In their cases, as in ours, sudden anoxaemia seems to have set 
the respiratory mechanism in motion at a stage of gestation in 
which the foetus is ordinarily considered to be incapable of 
breathing. 

We are led to infer from the findings in our case that the 
child breathed deeply of amniotic fluid at the twenty-second 
week of gestation due to transitory anoxaemia, then became 
apnoeic again until birth 16 weeks later, by which time the 
aspirated vernix had become localized in the pleural lymphatics. 
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Obituary 


SIR ROBERT JAMES JOHNSTONE 


M.B., B.Ch. (Royal University, Ireland), F.R.C.S. (Eng.), 
F.R.C.O.G. 


THERE was widespread sorrow at the death of Sir Robert James 
Johnstone, which occurred at Newcastle, County Down, last 
October. In June, 1937, he retired under the age limit from 
the chair of gynaecology at the Queen’s University of Belfast 
and from his post of senior gynaecologist to the Royal Victoria 
Hospital, relinquishing his practice to reside at his beautiful sea- 
side home in County Down. Few men could have looked 
forward with more zest to the leisure which seemed to lie ahead. 
He was remarkably active and fit for his years. His intellect 
was alert and as keen as ever. Congenial work as a member 
of the Parliament of Northern Ireland, member of the General 
Medical Council, chairman of the committee of management of 
the Royal Maternity Hospital, and of the board of governors of 
the Royal Academical Institution—his old school, and one of 
the largest public schools in Ireland—all promised activity in 
directions where his ability and experience shone. 

His successful presidency of the British Medical Association 
was a fitting climax to the work he had done for the Associa- 
tion and the profession. He had presided with equal acceptance 
over the tenth British Congress of Obstetrics and Gynaecology 
at the meeting in Belfast in 1936. A foundation Fellow of the 
Royal College of Obstetricians and Gynaecologists, he had also 
served on the council and was a member of the Gynaecological 
Visiting Society. His knighthood in the New Year’s Honours 
of 1938 gave unbounded satisfaction to his many friends. He 
was elected an honorary Fellow of the Ulster Medical Society, 
of which he was a former president, immediately after, and 
the University senate had decided to confer on him the degree 
of LL.D. (honoris causa), but unfortunately his health pre- 
vented his presence at the graduation ceremony. Exactly a 
year after retiring disquieting symptoms developed, and in a 
few months death terminated a painful illness. 
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It is exactly forty years since the present writer first made 
his acquaintance. He was a demonstrator of anatomy and the 
writer a first-year student in the dissecting-room. ‘‘ R.J.’’, as 
he was always known to both seniors and juniors, had just 
returned from Vienna and was undertaking a second year as 
demonstrator. As an honours graduate in both Arts and Medi- 
cine, he had already a reputation for brilliance and ability, and 
soon wielded an enormous influence over his young flock. That 
indefinable telepathy by which a dominant personality impresses 
itself on youth soon showed us that we were dealing, not merely 
with a first-class teacher but a strict disciplinarian, and, under 
the mask of austerity, a friend. Out of the acquaintanceship 
formed in the anatomy department a firm friendship grew, 
which many years of active competition and eighteen years as 
hospital and university colleagues, served only to increase. A 
better or kindlier senior colleague than Robert Johnstone could 
not be imagined. Generous alike with help and kindly criticism 
he never in the slightest degree attempted to impede a junior 
colleague. It is impossible to imagine anyone so free from self- 
seeking or jealousy. 

He was appointed assistant gynaecologist to the Royal Vic- 
toria Hospital in 1903, becoming senior gynaecologist in 1919, 
and was on the staff of the Belfast Maternity Hospital, after- 
wards the Royal Maternity Hospital, from 1906 to 1920. He 
resigned his active connexion with the staff of the Maternity 
Hospital on being appointed to the chair of gynaecology. His 
interest in the Maternity Hospital did not cease, however, with 
his resignation, and when the new Royal Maternity Hospital was 
opened in 1933 he became the first chairman of its committee of 
management. He was on the active staff of the Royal Victoria 
Hospital for the long period of thirty-four years, and during 
that period gave it faithful service, not only as a gynaecologist 
but for some years as secretary of the staff, as chairman of 
the staff committee, and as a representative of the medical staff 
on the board of management. Neither a busy practice nor the 
calls of his hospital work absorbed all his energies or interests. 
He early showed a genius for organization and leadership. In 
his early years he gave devoted service to the British Medical 
Association, the Irish Medical Association, and the Irish Medical 
Committee. On the latter body he acted as chairman. On 
the formation of the Parliament of Northern Ireland, he was 
elected a University representative, and as a Member of Parlia- 
ment he served on the Lynn Committee which considered 
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primary education for Northern Ireland, and on the report of 
which the Education Act was based a few years later. He pre- 
sided over the Commission which considered the local govern- 
ment services in the provinces, and at the time of his death he 
was chairman of the committee on inquiry into the maternal 
services for Northern Ireland. A study of this draft report, with 
his pencilled annotations, in September 1938, was one of his 
last services to the community. 

Robert Johnstone was a man of penetrating intellect and few 
words, but, when occasion demanded, was an apt and ready 
speaker, either in serious debate or in the lighter domain of 
after-dinner oratory. He had a quick and ready wit, and his 
wide reading and splendid memory made him a delightful com- 
panion. He was a man of mark in any company. Had he 
lived longer, it is an open secret that an important office was 
coming to him, and in it he would, we are sure, have rendered 
signal service to the Province. He made few contributions to 
the literature of his subject, but the few he did were char- 
acterized by acute observation, clear thinking, directness, and 
brevity. Professionally, routine hospital work and teaching 
were his main interests; knowing his outstanding gifts, his inti- 
mates often regretted he did not confine himself more strictly 
to gynaecology, but there is no doubt that the community in 
general is the richer by his many activities, notably in the fields 
of general and medical education. The administration of local 
services and the University also profited by his labours. He 
excelled as a committee man and especially as chairman. He 
had an uncanny faculty for essentials, irrelevance and verbosity 
wilted in his presence, and discussion was strictly limited to 
the matter before the meeting. It was a pleasure to sit under 
his chairmanship, and a lesson in the expedition with which 
long agenda could be dispatched. In lighter moments he was 
a most engaging and entertaining companion. In his own 
hospitable home he was at his best, and as a guest good talk 
and good company were assured. His last illness showed the 
quality of the man. Professor W. W. D. Thomson, who saw 
him frequently during those trying months, in moving a vote of 
sympathy at the Senate to Lady Johnstone, said: 


‘“ To those privileged to attend him during the last few 
months the unruffled calm and the dauntless courage of the 
man as he faced the inevitable will never be forgotten. To 
few men did the years of retirement present so pleasant a 
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prospect. He was still at the zenith of his powers, congenial 
work was waiting for him, time to indulge his love of litera- 
ture and to ride his numerous hobbies, and all the time a 
beloved companion at his side. And yet no word of self- 


pity escaped his lips as he saw the ‘ delectable mountains 
vanish in the mist ’.’’ 


Fare thee well; 
The elements be kind to thee, and make 
Thy spirits all of comfort. 
C. G. Lowery. 
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AND GYNAECOLOGISTS 


The quarterly meeting of the Council of the Royal College of 
Obstetricians and Gynaecologists was held on Saturday, January 
28th, 1939, in the College House, with the President, Professor 
W. Fletcher Shaw, in the chair. 

The following were elected to the Membership of the College : 


Paul Cowell Barkla, Edinburgh. 
Anthony Charles, London. 

Stanley George Clayton, London. 
Allan Gordon Cumming, New Zealand. 
Jackson Cooper Cuthbert, Sunderland. 
David Alfred Davies, London. 

Molly Devenish-Meares, London. 

Alice Eleanora Dickie, London. 

James Edmett Giesen, London. 
Charles McTaggart Hopkins, Australia. 
Norman Kenneth Bernard Kimbell, London. 
Owen Vaughan Jones, Bangor. 

Arthur William Lawler, Canada. 
George Panton Milne, Aberdeen. 
Margaret Moore-White, London. 

Angus Johnston Murray, Australia. 
Edward Lawford Nicolson, Sheffield. 
Heriot Roland, Australia. 

Albertus Wynand Louw, South Africa. 
Thomas Frederick Rose, Australia. 
Sophie Schiller, South Africa. 

James Smibert, Australia. 

James Kenneth Sutherland, Edinburgh. 
Eileen Mary Whapham, London. 


The President was appointed to represent the College on the 
British Medical Association Central Emergency Committee; Dr. 
T. Watts Eden was reappointed representative of the College on 
the Consultant’s Board of the British Medical Association; Mr. 
J. P. Hedley was appointed as the representative of the College 
on the Council of the British Health Resorts Association, and 
Mr. Aleck Bourne was appointed honorary curator of the College 
museum. 
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The Honorary Fellowship of the College is to be conferred 


on Professor Walter W. Chipman, M.D., F.R.C.S.E., F.A.C.S., 
F.R.C.S. (Canada), LL.D., Emeritus Professor of Obstetrics 
and Gynaecology, McGill University, Canada. 


The following Members of the College have been elected to 


the Fellowship : 





Waring Gerald Cosbie, Canada. 
George Stewart Davidson, Aberdeen. 

John Emmanuel Reid Heppolette, Lahore. 
Alison Mary Hunter, Glasgow. 

Thomas Norman Arthur Jeffcoate, Liverpool. 
Douglas Hamilton MacLeod, London. 
Kenneth McMillan, Birmingham. 

Ellen Douglas Morton, Glasgow. 

William Charles Wallace Nixon, London. 
Nilkanth Anant Purandare, Bombay. 

Elaine Margaret Katharine Salmond, London. 
William Pelton Tew, Canada. 
Beatrice Turner, London. 
Charles Henry Walsh, Liverpool. 











BOOK REVIEWS 


‘‘The Queen Charlotte’s Textbook of Obstetrics.’’ Fifth edition. (London: 
J. & A. Churchill.) 


HAvING reviewed the last edition of this book, we find ourselves in a certain 
position of advantage in submitting our comments on this, the fifth edition. 
The general impression given by its forerunners holds good, an impression 
of safe, sound and well-balanced conservatism, which after all is the real 
watchword of the obstetrician, and one that assumes tremendous import- 
ance. In a subject like ours, which is most bewilderingly encumbered with 
the controversial, it is refreshing to meet a book which sincerely attempts 
to present the straight fact without frill or fancy. 

The print and illustrations are good, the arrangement of the subject 
methodical. We should like to see a definite reference index, where the 
work of others is cited, and this would undoubtedly appeal to the more 
advanced student who wants to check any given point by further reading. 
A short footnote at the end of each chapter, like that found in the book 
by Eden and Holland, would serve quite adequately. Exceptionally good 
chapters are those on the toxaemias, puerperal fever, and the baby, and it 
is easy to divine from whose masterly pens these emanate. The short mis- 
cellany at the end of the book is a happy idea; this deals with such impor- 
tant subjects as oxytocic drugs, anaesthesia, X-rays, maternal and foetal 
mortality, and is one of the outstanding features of the textbook. 

It is not easy to lodge many criticisms, and these are small enough. 
We are surprised to see no mention of sulphanilamide in the treatment of 
pyelitis, for this is easily the simplest, most efficient, cheapest and most 
popular remedy, and leaves mandelic acid a poor second. Moreover the 
treatment of urinary infections by sulphanilamide was originally worked out 
at the isolation block by Miss Kenny, to the best of our knowledge. In 
the chapter on contracted pelvis one hopes in the next edition to see due 
weight given to the important work of Caldwell and Moloy. Their classi- 
fication must be admitted to be far in advance of the time-honoured patho- 
logical varieties used at present in this country, and it gives a certain 
uniformity and simplicity to an otherwise diffuse and obscure subject. It 
is curious to see the application of the forceps in the left lateral position. 
Surely the lithotomy position is better, more convenient and more widely 
employed. Is the left lateral position really sponsored by the whole of the 
teaching staff for hospital as well as private work? For teaching purposes 
students find it easier to orientate themselves and take a foetal bearing 
when the patient is in the dorsal position, a point of no mean significance. 
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Lastly, the pathology is a little scanty and could be improved by more 
illustrations of the gross and microscopical morbid anatomy of the subject; 
other textbooks of midwifery please note. 

John Hewitt. 


‘*Clinical Obstetrics,’’ by A. Lakshmanaswami Mudalir, B.A., M.D., 
F.R.C.O.G. 


ruts is essentially a practical book of obstetrics. The subject-matter is 
arranged along orthodox lines, and the teaching is modern and quite up to 
date with one or two exceptions. There are 800 pages, and the length is 
due to the great amount of practical detail of treatment which is given on 
every subject. The author gives much of his information in tabular form, 
and it is possible that this has been overdone, although it must be admitted 
that some students may find this useful. The various types of possible 
treatments are given, but usually the author makes it quite clear which 
procedure he would follow in any given case, and gives clearly his reasons. 

Test labour is favoured in preference to induction of premature labour 
in dealing with contracted pelvis, and it is pointed out that in India the 
children at birth are, as a rule, one pound lighter than in this country, so 
that induction even at 36 or 38 weeks results in a very small child which 
has not a very good chance of survival. 

The incidence of eclampsia is stated to be just as high in the tropics 
as in England, but the author does not give his personal experience on this 
point. He lays great stress on the importance of the systolic blood-pressure 
in the toxaemias, but does not discuss the importance of the diastolic blood- 
pressure. 

There is a very important chapter on the effect of tropical diseases on 
pregnancy, and it is stated that quinine has very little effect on the baby 
or on stimulating the uterine musculature. 

One is surprised to see plugging of the vagina advocated for accidental 
haemorrhage, and it seems unnecessary to describe in detail a method for 
taking intra-uterine swabs in the puerperium in cases of pyrexia, since it is 
usually held to be sufficient to take swabs from the upper part of the vagina 
or cervix. 

The details of how to run a maternity hospital in order to minimize the 
risk of sepsis are interesting. It seems strange that there should be no 
mention of the sulphanilamides in the treatment of puerperal sepsis, but 
we have no doubt that this will be dealt with in another edition. 

The book is very well printed, and the illustrations adequate. It will 
be of great value to practitioners and to students in India and other tropical 
countries. 


D.B 




















BOOK REVIEWS 


“Clinical Studies in Lactation.’’ By Harotp Water, M.B., B.Ch. 
London: William Heinemann. Price, 7s. 6d. 


THEsE clinical studies of lactation by such an authority as Dr. Waller will 
be received with the greatest interest. Dr. Waller discusses the reflex 
mechanism of milk secretion, and describes various cases, illustrated with 
graphs. He suggests that the correct perspective in dealing with infant 
feeding has not yet been attained, and considers the interest shown by 
students in complicated substitutes for breast-feeding is partly the fault of 
their teachers. He goes on to describe the importance to the child of the 
flying start in life which successful breast-feeding will give it, and how this 
assists the infant to overcome and resist the various catarrhal conditions to 
which it is exposed, and to give it a reasonably secure hold on life by the 
end of the first month. He considers an essential factor in successful lacta- 
tion to be the act of partnership between mother and child, that is, the 
reflex expulsion of milk from the breast called forth and assisted by the 
baby. In many women this is indicated by the so-called ‘‘draught’’ which 
they describe. Again the mother should look forward to her task. If she is 
to do this lactation must be painless, and so managed that the patient is 
comfortable while feeding. 

Various common mistakes made by midwives and maternity nurses are 
discussed—the influence of a good and capable nurse in the successful estab- 
lishment of lactation he considers cannot be over-estimated, and suggests 
that ‘‘confidence and encouragement must be radiated by the nurse, who 
must have the power of enthusing her patient.’’ 

As success in breast-feeding so often depends on the early recognition 
of difficulties and prompt treatment, various common difficulties are described 
and treatment suggested. 

For retracted nipples, Dr. Waller is an advocate of the glass nipple shell, 
and suggests as an additional point in its favour that the surplus milk can 
be collected for premature infants. The use of the nipple shells, the reviewer 
considers, should be recommended with considerable caution and only when 
the patient can be kept under close personal supervision. 

In theory glass shields sound satisfactory, but close observation of 
their unrestricted use as a means of collecting surplus milk and correcting 
depressed nipples will show that patients rarely keep them in position— 
they actually bruise the breast tissue, and if they slip out of place, the 
nipple also. To expect a patient to wear these unyielding shields for many 
hours especially when her breasts may be rather full and tender in the early 
days, appears as unkind and unreasonable as it is to expect the patient 
to scrub her nipples with a nail-brush during pregnancy, a practice Dr. 
Waller suggests is advocated in many leaflets of instructions on antenatal 
hygiene, and which he deplores. 

Far better than the nipple shell is the method of expressing milk by hand. 
which the mother will quickly learn, or in institutions where the author 
suggests the time factor may render close individual attention impossible. 
The electric breast pump is one of the safest and most comfortable of all 
methods, to relieve the intense engorgement described by Dr. Waller. One 
has only to watch a patient being treated by this method to realize what a 
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boon it is in any lying-in ward, or nursing home. It empties the breast 
rapidly and also draws out the nipples with the least possible trauma. 

Dr. Waller mentions the breast pump, but does not suggest that the 
electric model is indicated. The old type, on the other hand, is rarely very 
successful, causes considerable discomfort, and if the nipples are already 
sore, causes further trauma. When discussing cases of acute mastitis, the 
value of antiphlogistine as a method of applying heat and rapidly reducing 
engorgement is not mentioned, neither is the still more potent remedy pron- 
tosil, which by rapidly overcoming the infective organism, should effect a 
marked reduction in the cases of suppurative mastitis in the future. 

Dr. Waller considers that a better post-natal follow-up for the patients 
should be available in an effort to reduce the maternal morbidity and dis- 
ability following childbirth, and described the very interesting work carried 
out under his supervision at the ‘‘Mothers’ Clinic’’ in Poplar. Another 
essential factor, if successful lactation is to be established, is the closer 
co-operation between the maternity departments, lying-in hospitals, and the 
various public health workers, especially the health visitors, who often only 
get in touch with the patient when artificial feeding is already started and 
lactation almost at an end. 

This is an extremely interesting and stimulating book, and except for the 
one or two points mentioned, can be strongly recommended to all whose 
work brings them into contact with lactuating women and their infants, or 
who have the responsibility of teaching the doctors and midwives of the 
future. 

W. M. Sparkes. 


“‘Blutung und Fluor’ (Bleeding and Discharge). By Professor Hans Runge, 
of Heidelburg. Third edition, Medizinische Praxis, vol. ix, 127 pages; 
with 17 diagrams. 


The object of this handbook, published in 1930 and now in its third 
edition, is to keep the practitioner in touch with the practical aids, both 
to diagnosis and treatment, which are available from recent advances in 
knowledge. Bleeding is dealt with in a longer section of 101 pages. In the 
preliminary account of the physiology of the genital organs the trophoblastic 
origin of prolan and its effect on the generative glands in both sexes are 
emphasized, and cyclical changes in the uterine muscle are said to have a 
postmenstrual haemostatic effect. The chapters dealing with menstrual 
abnormalities avoid the terms menorrhagia and metrorrhagia, and attempt 
with considerable success to reconcile aetiological classification and thera- 
peutic indications with a physiological approach. The view is accepted that 
prolongation of the menses is in some cases a purposive neurosis, inspired 
by dislike of the spouse. Too frequent menstruation, it is said, may be 
due to early pulmonary tuberculosis or to Graves’s disease: in the one 
case folliculin treatment is strongly contra-indicated, in the other often 
beneficial. The section dealing with atypical bleeding lays due emphasis 
on the detection of early carcinomata. For small erosions tamponage with 


328 











BOOK REVIEWS 


cod-liver oil ointment is among the measures recommended; and, as in 
vaginitis, vaginal douching with dilute lactic acid is advised. That true 
endometritis, as distinguished from glandulocystic uterine hyperplasia, is 
commoner than the swing of the pendulum has induced some to believe, 
is here fully acknowledged : important causes are injury to the cervical canal 
from abortion or intra-uterine pessaries, and effective aid in treatment is 
given by fo!liculin. The persisting follicle and glandulocystic hypertrophy 
are very fully dealt with: their connexions with non-ovular bleeding are 
brought out, the significance of endometrial pressure necroses is described, 
and the various phasic findings which curettings may show are well illus- 
trated. Runge has seen glandulocystic hypertrophy appear as long as 6 
years after the menopause. 

The difficult problem of treatment in young subjects is adequately dis- 
cussed with due consideration of pregnancy urine, or antuitary, hormones, 
progesterone, vitamin C, insulin and blood transfusion. The first section con- 
cludes with practical advice, suitable for the practitioner, concerning history- 
taking, general and loca! examination and curetting. The chief indications 
and dosage for hormone treatment are then recapitulated. Folliculin is ad- 
vised chiefly for conditions associated with uterine hypoplasia and for endo- 
metritis, corpus luteum hormone chiefly for habitual abortion, and gonado- 
troptic hormone, from pregnancy urine, chiefly for bleeding associated with 
follicular persistence. The second and briefer section describes the causes 
and treatment of fluor. The physiology of the vaginal secretion and vaginal 
wa'ls, and the chemistry of the former are clearly described, the abrupt 
alterations in pH encountered along the genital and digestive tracts being 
ccrrelated as antibacterial protective mechanisms. Vestibular, vaginal, cer- 
vical, corporeal and tubal discharges are distinguished and described. An in- 
fectious vaginitis, conveyed by public baths for example, is accepted. In 
the treatment of primary vaginitis, 2 per cent silver nitrate and devegan 
tablets are advised, douching being, as a rule, forbidden, general or local 
treatment with folliculin is recommended, especially in young patients. For 
simple cervical fluor the protracted administration of small doses of atropin 
is advocated: for chronic cervical catarrh the Sturmdorf operation is much 
preferred to amputation of the portio. The book is well printed and written 
in German, of which the simple sty!e need not dismay the non-German 
reader. It will prove extremely useful to those wishing to keep in touch 
with recent advances, and has been translated into Polish and Spanish. 

W. B,C; 


“The Evolution of Obstetric Analgesia.’” By Andrew M. Claye, M.D., 
F.R.C.S. (Professor of Obstetrics and Gynaecology, University of Leeds.) 
Oxford University Press, 103 pages. 6s. net. 


This little book reviews the history of the efforts made to relieve the 
pains of labour. The first part is devoted to the introduction of anaesthesia 
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into obstetrics and gives many interesting and amusing details of the pioneer 
work of Sir James Simpson. Professor Miller’s description of the chloroform 
party is particularly entertaining. 

The next chapter is devoted to a history of the development of scopola- 
mine-morphine analgesia. Very full historical details are given of the 
work of Professor Gauss and others at the Freiburg Clinic. These two 
chapters take up more than half the book. 

There are chapters on other anaesthetics and analgesics, and the chapter 
on the barbiturates is good. There is also another chapter on scopolamine 
amnesia in which some repetition of previous statements occurs. 

The last chapter is devoted to a review by the author of his own experi- 
ence and shows how he has considered all the possibilities and given his 
conclusions. 

The book is well produced and delightfully written, and might with 
advantage be read by all obstetricians and most anaesthetists. 

Vib. 
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Review of Current Literature. 


Director: FREDERICK RoguEs, M.A., M.D., M.Chir. (Cantab.), 
FRCS. P.C:.OG. 


Tuts Review contains the lists of contents and abstracts of the more 
important articles from the following journals with which the ‘Journal 
of Obstetrics and Gynaecology of the British Empire’’ exchanges : — 


British.—The Lancet; British Medical Journal. 

Canadian.—The Canadian Medical Association Journal; Bulletin Médica) 
de Quebec. 

Austvalian.—Medical Journal of Australia; The Australian and New 
Zealand Journal of Surgery. 

Indian.—The Calcutta Medical Journal. 

American.—American Journal of Obstetrics and Gynecology; The 
Journal of the American Medical Association; Surgery, Gynecology 
and Obstetrics; American Journal of Diseases of Children. 

French.—La Gynécologie; Gynécologie et Obstétrique; Bulletin de la 
Société d’Obstétrique et de Gynécologie de Paris. 

Belgian.—Briixelles Médical. 

Italian.—Annali di Obstetrica e Ginecologia; Archivo di Obstetrica e 
Ginecologia; Revista Italiana di Ginecologia, Bologna. 

German.—Archiv fiir Gyniakologie; Zeitschrift fiir Geburtshiilfe und 
Gyniakologie; Zentralblatt fiir Gynakologie; Monatsschrift fiir Geb- 
urtshiilfe und Gyniakologie; Miinchener Medizinische Wochenschrift; 
Monatsschrift fiir Krebsbekampfung. 

Scandinavian.—Acta Obstetrica Scandinavica. 

South American.—Boletin de la Sociedad Obstetrica y Ginecologia 
de Buenos Aires. 

Japanese.—Japanese Journal of Obstetrics and Gynaecology. 


The Review of Current Literature thus keeps the readers of the Journal 
in touch with current literature throughout the world. At the end of the 
year an Index of all the subjects contained in the articles of the above 
journals is printed. Arrangements are also made to include abstracts of 
important articles on border-line subjects, such as Physiology, Biology, and 
Biochemistry. 


LIST OF ABSTRACTORS 


London: J. Beattie, F.R.C.S.; A. C. BELL, F.R.C.S.; R. K. Bowes, 
F.R.C.S.; J. LYLE CAMERON, F.R.C.S.; ALBERT Davis, F.R.C.S.: 
£ H. Fintratson, F.R.C.S.; B. GILBert, F.R.C.S.; R. J. KELzar. 
F.R.C.S.; R. Licutwoop, F.R.C.P.; J. A. Moore, F.R.C:S.: 
C. D. Reap, F.R.C.S. (Edin.); F. Rogues, F.R.C.S.; R. WinTERTON, 
F.R:C.S. 

Felsted: W. E. CROWTHER, M.B. 

Leeds: R. H. B. ApaMson, M.D., AND B. JEAFFRESON, F.R.C.S. 

Liverpool: M. Datnow, F.R.C.S.; P. Mapas, F.R.C.S.; T. N. A. 
JEFFcoATE, F.R.C.S. 

Manchester: R. Newton, M.D. 

Glasgow: JANE H. FILSHILL. 


331 








Proceedings of the International Obstetrical and 
Gynaecological Congress at Amsterdam, May 4-8, 1938. 


CLINICAL AND EXPERIMENTAL OBSERVATIONS CONCERNING TRANSPLANTATION OF 
THE OVULAR MEMBRANES. 


K. Burger, on page 48, reports the successful use of ovular membranes, 
chorion and amnion, for the formation, in three cases, of an artificial vagina. 
Later examination showed Déderlein’s bacilli in the new tube, the wall of 
which was lined by multilayered, non-cornified squamous epithelium contain- 
ing glycogen. It is thought probable that the amniotic epithelium became 
transformed into vaginal epithelium: the change was perceptible in biopsy 
before an upgrowth of vulval epithelium seemed possible. Animal experi- 
ments to settle the point were inconclusive. There was some evidence of a 
tendency to epithelial adaptation in successful conjunctival implantations of 
human membranes, obtained in Caesarean section, in patients with synble- 
pharon. 


Is IT POSSIBLE TO INFLUENCE DETERMINATION OF FOETAL SEX? 


O. Bittman, on page 53, describes how he treated women, who were sterile 
after several years of marriage, and desired a son rather than a daughter. 
The menses were carefully recorded for 12 months, and the ovulation date 
was calculated, according to Knaus, from the preceding menstruation. Coitus 
was forbidden until 48 hours before that date; during 5 days preceding ovula- 
tion the vagina was douched twice daily with an alkaline solution of sodium 
bicarbonate in water. The husband was given vitamin E and an antuitary 
hormone preparation for some weeks. The view is accepted, as put forward 
by Guthmann, Unterberger and others that an acid vaginal secretion favours 
the birth of female children, a neutral secretion that of male children. Such 
treatment, it is stated, was successful in 31 cases of sterility, and 27 boys 
were born. 

W. Riibsamen, on page 52, reports that the incidence of male offspring 
was increased by 23 per cent in 170 women who had taken 100 mouse-units 
of folliculin for 3 or 4 months before conception. Analogous experiments in 
bitches had preceded this trial. Riibsamen also states that the great majority 
of foetfis are male in cases of spontaneous abortion; he points on the other 
hand to the successful preventive treatment of abortion by extracts of corpus 
luteum and to the tendency to abortion in follicular overfunction of the ovary. 
Too high dosage with follicular hormone defeats its purpose, producing un- 
desirable uterine hyperaemia before, and favouring abortion after, conception. 
In any case if folliculin treatment has been followed by conception, therapy 
by corpus luteum should at once be instituted. When a female child is 
desired Riibsamen prescribes corpus luteum treatment for some weeks: in 
235 such cases he noted an apparent increase of 35 per cent in female births. 
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DELMAS’S METHOD OF EVACUATING THE UTERUS TOWARDS TERM. 


O. Bittman, on page 81, records some 200 deliveries by Delmas’s method : 
27 in eclampsia, 9 in patients previously subjected to Caesarean section, 41 in 
placenta praevia, 39 in fever sub partu, as well as 83 in which the indications 
were foetal. Maternal mortality and foetal mortality attributable to the 
operation were each 2.5 per cent. No cervical tear took place during the 
manual dilatation, but ro occurred during subsequent delivery, instrumental 
or otherwise. 


TREATMENT OF BREECH PRESENTATION. 


E. Bracht, on page 93, has found a diminished mortality, losing no babies 
during delivery or from injuries then done, if breech presentations are left to 
spontaneous delivery. His assistance is confined to pressing together the 
various components, including the limbs, of the foetal cylinder as it rotates 
round the symphysis: an assistant at the same time presses the uterus from 
without. There was no foetal death in a series of 206 cases. 

A. Mayer, on page 119, also advocates conservatism, specially deprecating, 
because it favours brachial extension, traction on the foetus before the navel 
has been delivered. 


REVISION OF THE UTERINE CAVITY. 


N. Gheorghiu of Bucarest, on page 95, as in previous publications, advo- 
cates routine revision of the uterine cavity, i.e. manual clearing of the cavum 
uteri from ovular remnants. This is done immediately after expulsion of the 
placenta, and is followed by the intra-uterine douching with sterilized water. 
Post-partum haemorrhage at any stage is thus, he finds, prevented; and since 
using this treatment in hospital his morbidity in 5,000 labours has been 2 per 
cent. Replying to those taking part in the discussion who regarded this treat- 
ment, while possibly justified in expert hospital practice, as dangerous when 
practised in the patient’s home, Gheordghiu remarked that still more dan- 
gerous operative procedures were taught to students and practitioners, and 
stressed the importance of their instruction in aseptic and antiseptic tech- 
niques. 


FUNDAMENTAL PRINCIPLES IN THE TREATMENT OF STERILITY. 


G. K. F. Schultze, on page 106, summarizes his experiences in 1,200 
cases of sterility treated from 1927 to 1937 in Berlin. Sterility had existed 
in 95 per cent for at least two years, and it is accepted that after that 
period there is a 96 per cent probability of permanent unfruitfulness. More 
than half the women were aged between 35 and 45 years. For the assess- 
ment of sterility in the male partner—it was present in 11 per cent of this 
series—miscroscopical examination of fresh seminal fluid, and not of a 
condom specimen, is the only measure of practical importance. The causes 
in the female were classified, in each 100 cases, as: tubal sterility, 58; 
genital insufficiency, 20; uterine, 14; unexplained, 8. The first group 
could be subdivided into bilateral tubal occlusion, 43, and diminished 
tubal permeability, 15: here the respective percentages of successful treat- 
ment were 7 and 28. In the second and fourth groups successes numbered 
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25 and 18 per cent respectively. The prospects were best in uterine ster- 
ility, group 3, corporeal and cervical causes being associated with 50 per 
cent and 60 per cent respectively of successes in treatment. For the whole 
of this series the percentage was 21, but the corresponding figures for the 
average, non-centralized course of therapy is given as only 10. The 
guiding principles which must be adopted if the best possible results are 
to be obtained, are as follows. No treatment is undertaken until the 
seminal fluid has been examined and hystero-salpingography carried out. 
The latter cannot be replaced by tubal inflation; it must be done even in 
cases in which other apparent causes of sterility have been found; and it 
often reveals cervical abnormalities, otherwise overlooked, which have a 
good prognosis. In practice, two main groups can be distinguished, requir- 
ing totally different treatment: those with bilateral tubal occlusion and 
those with pervious Fallopian tubes. The former condition, unless quite 
recent which is exceptional, calls for operation followed by salpingography : 
the poor outlook should at once be explained to the patient. The repeti- 
tion of a tubal operation is useless, and adoption should be advised in 
unsuccessful cases. In the latter condition the outlook is much better, but 
the prospect of 12 months’ systematic treatment must be envisaged: in 
the 12 successive months the schematic order is given as salpingography, 
short-wave and hormone therapy, dilatation and curetting, dietetic treat- 
ment, sounding and aspiration, hydrotherapy and hormones, tubal infla- 
tion, sexual abstinence, Fehling’s tubes, irradiation and hormones, artificial 
insemination, vitamin E. Of those who became pregnant 25 per cent had 
had one year’s, 20 per cent two years’, and 7 per cent even longer treat- 
ment. 


THE PROGNOSIS OF X-RAY TREATMENT OF MyYoMa. 


F. Kovaks, on page 141, describes a series of 665 cases, of which r10 
were conservatively treated and 555 operatively treated. He concludes 
that (1) many myomata require no treatment, (2) when treatment is 
indicated and operation not contra-indicated operative treatment should 
be undertaken, preferably by the vaginal route, (3) if abdominal operation 
has to be done, enucleation should be preferred, as safer, surer, and, if done 
at the right time, scarcely more dangerous than X-ray treatment. The 
series contains 31 instances in which in spite of X-ray treatment myomata 
continued to grow and/or caused symptoms making operation necessary. 
In 12 per cent of cases operation was called for after a natural climacteric. 
The high percentage of 4.6 cases in which malignant complications were 
present in the tumour or in the corpus uteri is noteworthy: carcinoma 
of the portio is not included. Operative difficulties may be caused by 
adhesions following X-ray therapy. 


ENERGETIC TREATMENT OF LONG-STANDING GONORRHOEA OF THE CERVIX. 


According to R. Hofstatter, on page 147, long-standing cervical gonor- 
rhoea calls for specialist skill and experience. He used to inject vaccines, 
according to Bucura’s technique, into the muscle of the portio, but later 
injected them, three to five times diluted with distilled water or, better, 
the patient’s serum, between the cervical musculature and mucosa. A 
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dental syringe is recommended. He found similar local injections of 
flavadin, an arsenic-containing acridine dyestuff, highly effective, but they 
are only tolerated if they have been preceded by local vaccination. The 
same is true of vigorous crushing or incisions of the cervix, which other- 
wise may be very dangerous. Gluteal vaccine injections may be combined 
with submucous cervical injections of flavadin and/or local silver therapy 
or general pyrexial treatment. 


TREATMENT OF ADNEXAL INFLAMMATION BY ANAESTHETIC BLOCKAGE. 


Inspired by Leriche’s work, C. Daniel and D. Mavrodin, on page 150, 
have induced an anaesthetic blockage of the pelvic peritoneal, inferior hypo- 
gastric, sympathetic plexus in go cases, including 15 acute cases, of adnexal 
inflammation. On each side 5 cubic centimetres of 1 per cent novocain are 
injected into the parametrium. Functional and anatomical cure followed 
in 56 per cent, functional cure and anatomical improvement in 29 per cent: 
in 70 cases only one injection was required, in 17 two, and in 3 three were 
given. The mechanism of the amelioration is uncertain, but the duration 
of the disappearance of pain is greater than that attending simple local 
anaesthesia. An advantage is that the treatment can be given in ambula- 
tory conditions, and combined, even in the acute stage, with local measures, 
such as hot douching or tampons. 


HISTOLOGICAL INVESTIGATIONS OF THE ANTERIOR PITUITARY LOBE IN 
EcLAMPSIA. : 


These come from six cases, and gave the following findings. (Kowalski 
and Stéckl, page 164.) The general appearance was typical of the hypo- 
physis during pregnancy, with hypertrophy and hyperplasia of the chief 
cells. Basophile cells were inconspicuous. The principal departures from 
normal were that in most cases the chief cells showed vesicular swelling, 
the colloid content was increased, and vacuoles in the basophile cells were 
few. The eosinophile cells showed few abnormalities. Little support is 
given by these findings to the view that the antuitary is primarily affected 
in eclampsia. 


SIGNIFICANCE AND PROPHYLAXIS OF CONGENITAL GOITRE. 

H. Guggisberg (page 214) states that near Berne, where goitre is 
endemic, the average weight of the thyroid in the newborn is 8 grammes, 
compared with a normal of 1 to 3 grammes: in half of the live-born 
babies enlargement can be palpated, and in one-seventh it is discernible 
even by the uninstructed. Colloid, iodine, and biological activity are 
diminished. The average length of the child at birth is diminished in 
endemic regions, and the development of bony epiphyses is retarded. 
Goitrous infants have cardiac hypertrophy and dilatation which cause 
increased mortality during or shortly after birth. In those surviving the 
thyroid diminishes in size for a time, but in most cases is the precursor of 
goitre in adolescent and adult life. The congenital conditicn is not heredi- 
tary: transference of the mother to a non-goitrous region leads to issue of 
a non-goitrous infant. Prophylaxis consists in administration of iodized 
salt to the mother from the beginning of pregnancy. Since 1936 its use 
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has been compulsory in the canton of Berne: in 1937 the very large con- 
genital goitre had practically disappeared, and the proportion of normal 
infantile thyroids had risen from 47, in 1925, to 70 per cent. At the same 
time deficient degrees of flexion in vertex presentation, hitherto common, 
ceased to be noted, and asphyxia neonatorum became rare. 


RETROMAMMARY OVARIAN TRANSPLANTATION IN RADICAL EXTIRPATION OF 
CARCINOMA UTERI. 


Since 1928 S. Ohno (page 221) has transplanted ovarian tissue behind 
the breast in 115 cases of hysterectomy, nearly all for cancer of the cervix. 
In 7 tissue from another patient was used. A subsequent survey of 36 
available cases, the ages being 20 to 40 at the time of operation, showed 
persistence of the transplanted part in 9 cases, in 5 cases for 2 to 9 years. 
Menopausal symptoms were stated to have been absent in 16, very slight 
in 15, and few in 5. 


EARLY DIAGNOSIS OF EXTRA-UTERINE PREGNANCY. 


O. Eisenstaédter, on page 223, describes an objective clinical sign of 
intact tubal pregnancy. ‘‘ When with a unilateral adnexal tumour the 
uterus is displaced to the opposite side, such displacement not being 
caused by the volume of the tumour or by other transformations of the 
genital organs, we may diagnose tubal pregnancy—particularly if the his- 
tory points to pregnancy.’’ Five illustrative cases are described. 


SERUM-ALCOHOL TREATMENT OF PUERPERAL FEVER. 


T. R. Kazancigil describes on page 245 how he regards this treatment, 
first applied to puerperal sepsis by Liepmann, as the best. Every puer- 
peral patient whose temperature rises above 38° C. is given a prophy- 
lactic injection of 100 cubic centimetres of horse-serum. Next day, if 
pyrexia persists, 33 cubic centimetres ot alcohol and 77 cubic centimetres of 
normal saline are given intravenously. Such an injection is repeated from 
10 to 15 times if necessary. In a series of 1,078 cases treated by the serum- 
alcohol method, the mortality was 2.41 per cent. The series is judged to 
have included 151 cases of grave sepsis, with a mortality of 17.2 per cent. 


INTRAVENOUS ALCOHOL TREATMENT IN PUERPERAL SEPSIS. 

T. Thursz, on page 247, claims to have introduced intravenous alcohol 
therapy for puerperai and other forms of sepsis. He summarizes numerous 
favourable reports from the international literature. He recommends a 
mixture of 33 parts of alcohol and 77 of normal saline, and doses of 1 cubic 
centimetre of alcohol to 1 kilogram of body-weight. The good results are 
attributed partly to a direct bactericidal effect, partly to stimulation of the 
reticulo-endothelial system. 

F. Daeis, on page 256, in the ensuing discussion, stated that blood 
transfusion for sepsis has the disadvantage that it may give the patient 
blood the bactericidal properties of which are less intense than those of 
her own blood. At Ghent transfusions with blood known to have a bacteri- 
cidal activity greater than the patient’s have reduced the mortality in 
virulent puerperal infections from 75 to 15 per cent. Anaesthetic agents 
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augment the bactericidal power of blood in vivo. Accordingly for trans- 
fusion blood is used coming from donors who have been given either ether 
by the rectum or alcohol intravenously. 


X-RAY DEMONSTRATION OF THE SITE OF PLACENTAL ATTACHMENT. 


A. H. Gediz, on page 275, proved the harmlessness of intra-ovular injec- 
tion of 20 per cent tetragnost (Merck) in the dog and guinea-pig, and 
examined the radiological signs given by gravid human uteri injected after 
extirpation in toto. A similar technique applied to women nearing term 
gave inconclusive results, and a 4o per cent solution led to signs of iodism 
in the foetus. Further clinical experiments are being conducted with an- 
other contrast medium. The site of placental attachment may be shown 
by (1) local flattening of the uterine ovoid, (2) thickening at the same 
place, (3) a shadow due to local segmentation of the medium near the 
umbilical cord. 


HEART DISEASE AND PREGNANCY. 


According to J. Jensen, page 279, many cases of so-called toxaemia of 
pregnancy are not primarily intoxications but an abnormal response to 
pregnancy of a constitutionally defective cardio-vascular system: pre- 
eclampsia and eclampsia may be regarded as manifestations of the same 
constitutional predisposition as essential hypertension. In combination 
with pregnancy the study of degenerative heart disease is much more 
important than that of rheumatic heart disease. In the latter there is no 
evidence that pregnancy during the period of compensation shortens the 
expectancy of life. Further improvement of mortality is to be looked for 
from avoidance on medical instruction, of pregnancy, and from develop- 
ment of prenatal clinics, preferably having a permanent staff. At such 
clinics early signs of congestive failure can be discovered, and the mortality 
among cardiac patients has been reduced from about Io to 2 or 3 per cent 
since last century. Caesarean section is invaluable in the right cases, 
although formerly too lightly undertaken in America. 

W. E. Crowther. 


The British Medical Journal] 


No. 4063, November roth, 1938. 
“The treatment of non-malignant uterine haemorrhage. Beatrice M. Will- 
mott. 
No. 4066, December roth, 1938. 
*Domicilary emergency treatment of eclampsia. H. J. Thomson. 
*Locked twins. J. J. Russell. 
*Pelvic hydatid cysts and obstructed labour. Mostyn P. Embrey. 


THE TREATMENT OF NON-MALIGNANT UTERINE HAEMORRHAGE. 


The results in 226 cases of non-malignant haemorrhage due to the meno- 
pause were investigated following different types of treatment. Radium 
was used in all cases except those in which a fibroid or badly diseased 
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cervix indicated hysterectomy. The dosage varied from 960 to 3,600 
milligram-hours, the average being 2,000. Of the cases treated by radium 
94 per cent had complete amenorrhoea. Discharge, pain, or other general 
ill-effects were the marked symptom in only a few of the patients, and 
the author is impressed with the very considerable value of radiotherapy 
as compared with operation. An additional point is that in 411 cases 
treated in the same institution during the past four years there was only 
one death. 


DomIcILIARY EMERGENCY TREATMENT OF ECLAMPSIA. 


The author believes that the emergency treatment of eclampsia is best 
carried out at home rather than in hospital in serious cases, and shows that 
the mortality rate is considerably lower in the former case. He suggests 
that the treatment should be morphine, chloral and bromide hourly until 
the fits are controlled, restricted fluids, magnesium sulphate enema, and 
lumbar puncture repeated if necessary. 





LocKED TwIns. 

True locked twins are so rare as to justify the report of this case, parti- 
cularly as the heads themselves were locked, an exceedingly rare condition. 
The patient was admitted with one foetus presenting as a breech, having 
been born as far as the head. This was extruded quite easily after the 
upper head was released. The remaining child was extracted as a breech, 
and has survived. 


PeLvic HypatIp Cyst AND OBSTRUCTED LABOUR. 


Two cases are discussed in which hydatid cysts in the pelvis obstructed 
labour. In both cases the obstructing tumour was associated with several 
others within the abdomen. Both were delivered by Caesarean section, but 
though one made an uneventful recovery the other died on the twenty- 
fourth day from pulmonary embolism. 

Albert Davis. 


The Journal of the American Medical Association. 


Vol. cxi, No. 13, September 24th, 1938. 
Pregnancy and tuberculosis. Jane Skillen and Emil Bogen. 
A 10%-day chimpanzee embryo. J. H. Elder, Carl G. Hartman, and 
C. H. Heuser. 
*The pelvic joints during pregnancy and labour. Donald J. Thorp and 
William E. Fray. 
Rupture of the stomach in the newborn. Abraham Tow and Henry Ross. 


Vol. cxi, No. 14, October Ist, 1938. 
*Apnoea of the newborn and associated cerebral injury: a clinical and statis- 
tical study. Frederic Schreiber. ‘ 
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Vol. cxi, No. 15, October 8th, 1938. 
*The aetiology of nausea and vomiting of pregnancy. J. William Finch. 
The experimental production of ovulation. Editorial. 


Vol. cxi, No. 16, October 15th, 1938. 

*Sulphanilamide secretion in human breast milk and the effect on breast-fed 
babies. H. L. Stewart and J. P. Pratt. 

Responsibility and new method of recording detailed labour data. J. C. 
Hirst. 

A modification of the Aschheim-Zondek test. Thomas F. Walker and Dora 
V. H. Walker. 

Antepartum care. Otto H. Schwarz. 


Vol. cxi, No. 18, October 29th, 1938. 
The urinary tract during and after pregnancy. Stanley R. Woodruff and 
A. H. Milbert. 


Vol. cxi, No. 19, November 5th, 1938, 
Severe hyperchromic marcocytic anaemia of pregnancy. Charles G. Barnum 
and Joseph C. Woodward. 


Vol. cxi, No. 21, November 19th, 1938. 

*Treatment of toxaemias of pregnancy. F. L. McPhail. 

*Relation between blood-plasma proteins and toxaemias of pregnancy. Eva 
F. Dodge and Thomas T. Frost. 

Radiosensitivity of malignant neoplasms of the uterine cervix. Harry H. 
Bowing and Robert E. Fricke. 

*Excretion of sulphanilamide in human milk. S. S. Pinto. 

Anaemia during sulphanilamide therapy. W. Barry Wood. 


THE PELVIc JOINTS DURING PREGNANCY AND LABOUR. 

The purpose of this study was to demonstrate whether pelvic joint 
separation occurred during labour, as distinct from the joint changes in late 
pregnancy which are possibly brought about by the action of progesterone. 
In a series of cases pelvic radiographs were taken in the last few days of 
pregnancy and compared with similar views of the same pelves during the 
first stage of labour. The main articular changes were found in the sym- 
physis pubis, in which the average widening was 5 millimetres, and in one 
case as much as 12 millimetres. In no case was any increase in the area 
of the superior strait demonstrable, and the degree of widening was un- 
related to the size of the child and to the presence of disproportion, but it 
was found that in patients whose symphyses became widely separated in 
labour the average duration of the first stage was considerably lessened, 
and spontaneous rotation of occipito-posterior positions was more probable. 

Separation of the sacro-iliac joints was noted in rather fewer cases, but 
this had no apparent effect on the course of labour. 


APNOEA OF THE NEWBORN AND ASSOCIATED CEREBRAL INJURY: A CLINICAL 
AND STATISTICAL STUDY. 

The term apnoea is used here in its widest sense to include all cases in 

which there was delay in the establishment of respiration, the cause of 
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which is usually depression of the foetal respiratory centre as the result of 
anoxaemia. 


In the group of cases studied it was found that apnoea occurred more 
frequently in precipitate labour, multiple pregnancy and prematurity, than 
in single full-time labours. In the latter group the author found that the 
incidence of foetal apnoea closely coincided with the dosage of analgesics 
or anaesthetics employed, and he argues that it is common but mistaken 
practice to employ these drugs in obstetrics in considerably greater doses 
than are recommended pharmacologically. 


THE AETIOLOGY OF NAUSEA AND VOMITING OF PREGNANCY. 


This is a preliminary report on work done to show that pregnancy 
nausea and vomiting are due to allergic reaction on the part of the patient 
to her own corpus luteum hormone. In a series of patients suffering from 
this complaint, intradermal injection of small amounts of progestin were 
followed by a skin reaction directly proportional to the severity of the 
symptoms of nausea and vomiting, whereas a _ control series of 
patients with no nausea showed absence of sensitivity to intradermal 
injections of progestin. It was found that a previous allergic history was 
often present in the severe cases, and it is suggested that patients may 
inherit a sensitivity to progestin, which can be demonstrated by pre-preg- 
nancy skin tests. If such sensitivity be present it could be cured by gradu- 
ated doses of progestin, with consequent avoidance of nausea and vomiting 
when pregnancy occurs. A fair degree of success followed the treatment of 
the established condition by increasing doses of progestin. 


SULPHANILAMIDE SECRETION IN BREAST-MILK AND THE EFFECT ON BREAST-FED 
BaBIEs. 


It was found that the concentration of sulphanilamide in the breast-milk 
of patients receiving the drug closely corresponded with its concentration in 
the maternal blood-stream, usually varying between 2 and 4 milligrams per 
100 cubic centimetres for a daily intake of 30 grains of sulphanilamide, and 
rising to as much as 7 milligrams per 100 cubic centimetres when larger 
doses were employed. Even when large amounts of the drug were taken by 
the mothers the blood of the breast-fed babies contained only traces of 
sulphanilamide, and in no instance was toxic manifestation in the child 
produced. It is assumed, therefore, that it is not feasible to administer the 
drug in therapeutic quantities to the baby by causing it to be taken by 
the nursing mother. 


TREATMENT OF THE TOXAEMIAS OF PREGNANCY. 


It is believed that in all cases of pregnancy toxaemia there has previously 
been a degree of renal damage, which is not necessarily demonstrable 
by the usual tests. In such cases there is an accumulation of urinary waste 
products and electrolyte in the blood-plasma, and the reaction of this elec- 
trolyte depends on the diet of the patient. In diets producing an alkaline 
ash, excess of base passes from the blood-plasma to the tissue spaces to 
preserve the normal hydrogen-ion concentration, and this is followed by a 
shift of fluid from the cells themselves to the interstitial spaces, with conse- 
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quent visible oedema and cell dehydration. On the other hand if diet and 
impaired renal function result in an accumulation of acid electrolyte the 
lungs will excrete carbonic acid with consequent maintenance of the acid- 
base equilibrium, but there is a depletion of buffer bicarbonate, and an 
accumulation of acid ions in the blood-plasma that should have been ex- 
creted. Fluid is withdrawn from the cells to increase the urinary output, 
and toxaemia without oedema results. Thus in both cases there is cellular 
dehydration and increased concentration within the cells. 

The treatment of the toxaemias depends on the belief that impaired 
kidneys are able to excrete normal amounts of solids if excess fluid is 
ingested. In mild cases a diet with a natural ash is used and fluid given 
by the mouth until the urinary output is 2,500 cubic centimetres daily. As 
sodium is a predisposing cause of oedema, diets low in sodium are chosen, 
and sodium chloride and sodium bicarbonate are not given. In convulsive 
cases, in which fluids cannot be taken by mouth, the author gives them 
intravenously and subcutaneously. Istonic, 5 per cent, glucose solution is 
suggested, as hypertonic solutions tend to cause further cellular dehydration. 
About 4,000 cubic centimetres of fluid can be given in the first eight hours 
of treatment, and this is usually followed by a decrease ‘in the patient’s 
irritability and to further fluid being now taken by the mouth. Sedative 
drugs play only a minor part in the treatment recommended. 

The principle of treatment is to encourage the elimination of accumu- 
lation of electrolyte, rather than to attempt its neutralization. It is sug- 
gested that the poor success of most low protein, salt-free diets is due to 
the fact that the ash 1s strongly basic. The author says that if a slice and 
a half of salt-free bread is taken with each glass of milk a neutral ash is 
produced. 

Treatment of toxaemias in the manner suggested removes the necessity 
for the induction of labour until the toxaemia is well under control, and 
this should result in a reduction of foetal, as well as maternal, mortality. 


RELATION BETWEEN BLOOD-PLASMA PROTEINS AND TOXAEMIAS OF PREGNANCY. 


From their investigations the authors conclude that in normal pregnant 
women the blood-plasma albumin is decreased below the non-pregnant 
level, and that in toxaemias not accompanied by organic disease there is 
a further decrease in the blood-plasma albumin. Since low protein diets 
are followed by a similar decrease it is suggested that in mild toxaemias 
symptoms are improved by the administration of an increased protein in- 
take. 

F. H. Finlaison. 


The American Journal of Obstetrics and Gynecology. 


Vol. xxxv, No. 3. 
The problem of endometriosis. Daniel Dougal. 
Improvements in the operative treatment of carcinoma of the large bowel. 
W. Wayne Babcock. 
*The early diagnosis of cancer of the body of the uterus. J. P. Pratt. 
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*Clinical observations on the treatment of primary carcinoma of the cervix 
with 800 k.v. Roentgen rays. Henry Schmitz, Herbert E. Schmitz, 
and J. F. Sheehan. 

The diagnosis and management of diverticulosis and diverticulitis of the 
pelvic colon in women. F. S. Wetherell. 

A study of certain dietetic factors of possible aetiological significance in 
toxaemias of pregnancy. R. A. Ross, W. A. Perlzweigg, H. M. Taylor, 
A. McBride, A. Yates, A. A. Kondritzer. 

Respiration and pulmonary ventilation in normal non-pregnant, preg- 
nant, and puerperal women. E. D. Plass and Fred W. Oberst. 

The Frank-Geist operation for congenital absence of the vagina. W. T. 
Dannreuther. 

*Caesarean section in infected cases. Willard R. Cooke. 

The preliminary stage of labour. Buford G. Hamilton. 

*What is meant by the term “test of labour’’? E. L. King. 

The relation of foetal birth injuries to obstetric difficulties. William A. 
Scott. 

Gynoplastic repair following delivery. Raymond C. King. 

Surgical treatment of ovarian malfunction. James L. Reycraft. 

Treatment of vesico-vaginal fistulae. Cameron Duncan. 

Pelvic tuberculosis. James E. King. 

Calcium needs during pregnancy. (Editorial.) 

Department of maternal welfare. 

Selected abstracts: Complications of pregnancy with disease. 
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*The value of hormonal findings in hydatidiform mole and chorion-epithe- 
lioma. S. A. Cosgrove. 
Improvements in the paraldehyde method of relief of pain in labour. E. D. 
Colvin and R. A. Bartholomew. 
Epidural anaesthesia in obstetrics. P. Graffagnino and Louis W. Seyler. 
A résumé of 100 consecutive cases of ectopic pregnancy. Alven M. Weil. 
*Wheat-germ oil therapy. Evan Shute. 
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Lois Hulstone. 
A study of 2,987 consecutive episiotomies. N. R. Kretzschmar and Carl 
P. Huber. 
Factors affecting blood loss in the third stage of labour. M. Abramson 
and Isabel Berman. 
The effect of certain sedatives and analgesics on uterine contractions. 
F. Adair and Sarah A. Pearl. 
Oral paraldehyde in obstetrics. L. H. Douglass, F. W. Peyton, and J. R. 
S. Siau. 
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The treatment of habitual abortion by progesterone. C. A. Elden. 
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Murphy. 
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Achondroplasia foetalis. J. M. Singleton and H. B. Levey. 

*Vitamin B deficiency as an aetiological factor in pregnancy toxaemias. 
A. C. Siddall. 

Disgerminoma ovarii. R. B. Greenblatt and E. R. Pund. 

The construction of an artificial vagina by the tube graft method. Marion 
Douglass. 

Results of skin tests for pregnancy. P. E. Hoffmann and Florence L. 
Fouch. 

Description of a new method of studying placentation by amniotic sac 
distention. R. Torpin. 

Observations on the effects of urethane and barbiturates on smooth muscle. 
Chapman Reynolds. 

Chemical test for the determination of ruptured membranes. A. Baptisti. 

Carcinoma in an adenomyoma of the uterus. D. M. Grayzel. 

The dianosis of trichomonas vaginalis. T. B. Magath. 

Dermoid cyst of ovary in a child 5 years old, with comments on the value 
of X-rays in the diagnosis. V. P. Mazzola and L. M. Ryan. 

Haematosalpinx due to torsion of a hydrosalpinx. S. L. Goldberg and C. 
Olim. 

Pseudohermaphroditism. H. O. Jones. 

Forceps, for the floating head in a low Caesarean section. H. Acosta-Sison. 

An intra-uterine separation of the foetal scalp. A. C. Poser. 

Strangulation of the Fallopian tube. H. E. Bowles. 

Disgerminoma ovarii. Simon Brody. 

Three cases of carcinoma of the cervix with procidentia. Eleanor Percival. 

Air embolism. J. E. Stroh and M. T. Olinger. 

Omental abscess following catheter perforation of uterus. M. Fellman. 

A rectal guide. S. S. Rosenfeld. 

Inexpensive obstetric manikins. Paul E. Hoffmann. 

Special article. 

The induction of labour. N. C. Eastman. 

Selected abstracts: Physiology of labour. 


THE EARLy DIAGNOSIS OF CANCER OF THE Bopy OF THE UTERUS. 


In this paper Pratt has reviewed 71 cases of adenocarcinoma of the body 
of the uterus. Of these he found that 40, or 56 per cent, were post-meno- 
pausal. He stresses the importance of recognizing that haemorrhage is the 
first symptom and that it usually manifests itself as a slight irregularity 
of the menstrual periods about the menopause. He believes that much can 
be done by obtaining the closest co-operation of the patient in any case 
of unusual bleeding, and that this can be best obtained by getting her to 
keep a graphic record of her menstrual losses. He describes in detail the 
history of one case in which such records were of inestimable value in 
the final diagnosis. He advocates that every woman, getting near the 
time of the menopause, should keep this graphic record as it focuses her 
attention on any irregularity and stimulates her to seek early advice. 
Even minute spotting after the menopause must be considered to be due 
to carcinoma until the contrary is proved. He is of the opinion that endo- 
metrial hyperplasia and adenocarcinoma often co-exist, and advises that 
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every little scrap of curettings should be examined microscopically before 
carcinoma is excluded. He says that special care must be taken to exclude 
malignancy when fibroids are present. The myoma may obstruct the 
uterine cavity and thus make a thorough curettage difficult or impossible. 
His last warning is the need of a complete curettage when a polypus has 
been found. Both innocent and malignant polypi often co-exist in the 
same uterus, and it is important to remove and examine them all by the 
microscope before cancer is excluded. 


CLINICAL OBSERVATIONS ON THE TREATMENT OF PRIMARY CARCINOMATA OF 
THE CERVIX WITH 800-K.V. ROENTGEN Rays. 


The authors discuss the result of the treatment of 34 cases of primary 
carcinoma of the cervix with 800-k.v. Roentgen rays alone. With the 
help of sections taken at intervals during the treatment they were able to 
trace the gradual disintegration of the cancer cells until no tumour cells 
were seen. During this intensive treatment they found that the patients 
experienced very little general reaction. The only untoward symptoms 
complained of were some loss of appetite and nausea, which appeared about 
the time of the twelfth to the fourteenth treatment. Local reactions were 
more definite. After about 2,o00 r. had been applied, erythema of the 
skin and mucosae appeared. After 3,000 r. had been given within 21 days, 
a dry dermatitis and mucositis were present. At the end of 28 days, 4,000 
to 4,500 r., desquamation and wet dermatitis occurred. Within another 
week epilation followed, but the whole process showed healing within an- 
other three weeks. Radiation cystitis caused frequent and burning mictu- 
rition, which responded to sodium benzoate or lithium benzoate. Radiation 
proctitis, causing watery stools, was controlled by a bland diet and large 
doses of bismuth subtanate; while vulvitis reacted to the application of 
zinc ointment. 

Changes in the blood were also studied. In a few cases there was a 
decrease in the red cell count, and in some there was a decrease in the 
percentage of haemoglobin, but in the great majority of cases there was 
no significant change. The changes in the leucocyte count were more fre- 
quent and more pronounced. It dropped to, or below, 4,000 in 21 cases. 
During a comparison of the results of this form of treatment with 24 cases 
treated with 140 k.v.p. and 3,000 to 4,000 radium milligram-hours and with 
48 cases treated with k.v.p. and 4,500 radium milligram-hours, the cases 
were grouped under the four usual headings, according to the extent of the 
disease. They found that there was an increase in the three-year and four- 
year good results in the clinical groups 3 and 4 under the intensive X-ray 
treatment alone, and that the total percentage of well cases after that period 
rose from 20.8 and 29.2 to 50 per cent. 


CAESAREAN SECTION IN INFECTED CASES. 

Now and again one comes across infected cases in which Caesarean sec- 
tion is indicated and yet the lower segment operation with peritoneal drain- 
age carries with it a definite risk. Many different operations have been 
devised for dealing with such cases, but each has some drawback which 
prevents its general adoption. In this paper Cooke brings ferward another 
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technique which apparently solves these difficulties. His operation is a 
modification of the Hirst principle in which the uterine peritoneum is con- 
tinuously sutured to the parietal peritoneum around the projected uterine 
incision. The objections to the Hirst operation are (@) that it is not applic- 
able to the low type of Caesarean section; (b) that the isolated area has to be 
at least 20 centimetres long to get out a normal-sized head without tearing 
through the line of sutures; and (c) that it leaves the uterus stuck high 
up against the anterior abdominal wall. Cooke advocates that the line of 
continuous suture, to exclude the general peritoneal cavity, is started at each 
internal inguinal ring, that the round ligament is sutured to the parietal 
peritoneum for a part of its length, that the line of suture is carried obliquely 
upwards and inwards across the anterior layer of the broad ligament until 
the uterus is reached, and then that it is taken to a point 2 centimetres 
above the top of the laparotomy incision. Thus a gothic arch is formed 
with each side and base measuring about 17 centimetres, giving an area 
large enough to deliver any baby and yet the apex of the arch is only 
about 10 centimetres above the pubis. Through this excluded area the low 
type of operation is performed in the usual way, and the area is drained. 

In the author’s experience localized peritonitis occurred in 21 out of 26 
cases, but in none of them did it spread to the general peritoneal cavity. 
There was no evidence of any interference with involution, and in all cases, 
in the course of time, the uterus was found to have reached its normal 
position. In one case laparotomy had to be performed later for chronic 
pain in the left lower abdomen, and dense adhesions were found. In 15 
cases laparotomy had to be performed for various causes, including nine 
cases of Caesarean section, and in all there was a remarkable comparative 
absence of adhesions. In six cases the indication for Caesarean section 
was not permanent, and the patients were delivered naturally with no unto- 
ward symptoms. The author points out that this operation does not 
decrease the incidence of puerperal sepsis but merely localizes an inevitable 
peritonitis. 


WHAT IS MEANT BY THE TERM, ‘‘ TEST OF LABOUR ’’? 


After discussing the ambiguity of the terms ‘‘ trial labour’’ and “‘ trial 
of labour’’ in the literature and what was meant by the various authors 
concerned, King recommends that these terms should be completely dropped 
and that “‘ test of labour’’ should be substituted. This phrase is already 
used by some obstetricians. King also feels that there must be no doubt 
about what exactly is meant by trial of labour. He thinks that it should 
only mean that regular and fairly strong pains have been allowed to pro- 
ceed for 4 to 8 hours; the position of the head is then noted by abdo- 
minal palpation, combined with a vaginal examination if neccesary; should 
definite engagement occur, the feasibility of vaginal delivery is established. 
The author says that unless some concrete description such as this is faith- 
fully used, all accounts of the results of a series of cases of trial labour 
are useless. The author does not agree with the idea of some that it is 
necessary to wait until full dilatation of the cervix has occurred. Enough 
moulding takes place in the first stage of labour to enable the obstetrician 
to come to a conclusion about the chances of delivery through the vagina. 
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SEX HORMONE FACTORS IN RECURRENT ABORTION AND STERILITY. 

Mason postulates that normal conception and pregnancy are dependent 
upon the union of two normal germ cells and upon the presence of normal 
soil for the development of the fertilized ovum, i.e. a normal endometrium. 
In cases of sterility or recurrent abortion in which a gross lesion is not 
found to account for it, Mason thinks that it is reasonable to suppose that 
hormonal imbalance can produce either abnormal ova or a defective endo- 
metrium. As an examination of the premenstrual endometrium accurately 
mirrors the hormone factors which are responsible for its cyclic histological 
appearance, Mason maintains that this should be done as a routine in all 
cases under investigation and before any form of treatment is instituted. If 
a normal premenstrual endometrium is obtained then, in his opinion, he 
believes it is possible to assume that a normal hormone balance is present. 
In a series of his own cases he found that many gave evidence of a defective 
corpus luteum control. He treated these cases with progesterone or preg- 
nancy urine extract with great benefit. In one case in which treatment 
with an extract of pregnancy urine was discontinued two months before 
term, the pregnancy ended prematurely at the eighth month. In another 
case the treatment was continued until labour began spontaneously, three 
weeks after the expected date of delivery; the placenta had a marked senile 
appearance, and the baby showed evidence of intra-uterine loss of weight. 

The author also believes that, in many cases, the hormone deficiency 
is present even before pregnancy begins, and that this has an effect not 
only on the nidatory soil but also on the developing embryo. He stresses 
the importance of getting the anterior pituitary-like hormone from preg- 
nancy urine because it contains an excess of the luteinizing hormone whereas 
an extract of the anterior pituitary itself is predominantly follicle-stimulat- 
ing. 


THE VALUE OF HORMONAL FINDINGS IN HYDATIDIFORM MOLE AND CHORION- 
EPITHELIOMA. 


Although nearly all writers accept the importance of the Aschheim- 
Zondek or Friedman reactions for the early diagnosis of chorion-epithelioma, 
many accounts in the literature lack the correlation of the hormone tests 
from the time of the hydatidiform mole to the development of the malig- 
nant growth. In this account Cosgrove begins with a description of 15 cases 
of hydatidiform mole which occurred in a series of 20,450 living babies, i.e. 
an incidence of 1 in 1,333 full-time deliveries. In 12 of these cases the mole 
was the end of the story. Cosgrove gives the details of the treatment of 
these and the time following treatment when the Friedman test became 
negative in each case. In one case the test was positive up to the thirty- 
fourth day, but on the average a negative test was obtained within the 
first three days. Three other cases went on to chorion-epithelioma. The 
first patient was aged 22, and was pregnant for the fourth time. After 
removal of the mole, the Friedman test was positive on the ninth, the 
twenty-third, the thirty-fourth, and the sixtieth days. During the first six 
weeks there had been three episodes of menstruation-like bleeding. Because 
of the persistence of a positive hormonal test hysterectomy was performed 
on the sixty-eight day. A chorion-epithelioma was found in the myome- 
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trium, so completely embedded that it would have escaped detection with 
the curette. The hormone test was positive on the sixth day after the 
operation, but was negative on the ninth day, and remained so. She has 
remained well for the two years during which she reported at intervals. 

The second patient was aged 32, and was pregnant for the fourth time. 
After removal of the mole, the Friedman test was positive on the fourth 
day and negative on the twelfth, eighteenth, and twenty-first days. Thirty 
days after the removal of the mole she bled for four or five days, and the 
Friedman test became positive. Because of the change in the hormone test 
total hysterectomy was performed, and a chorion-epithelioma was found. 
She was well when last seen 12 months after the operation. 

The third patient was aged 31, and was pregnant for the second time. 
After removal of the mole the Friedman test was positive on the eighth, 
the thirty-fourth, and thirty-seventh days. During this time she had two 
attacks of vaginal haemorrhage. A diagnostic curettage was then per- 
formed, and a chorion-epithelioma was found. She has remained well 
eleven months after total hysterectomy, with negative hormone tests. 

The author points out that these are the only cases of chorion-epithe- 
lioma that have been admitted into that hospital, and all of them were 
preceded by known hydatidiform mole. It is a pity that he does not report 
on the microscopical findings of the moles that were followed by chorion- 
epithelioma. 


WHEAT-GERM OIL THERAPY. 


In this, his second paper, Shute warns us that the oil does not retain its 
potency unless it is kept quite cool. He describes cases in which its waning 
influence could not be understood until it was found that it was being 
kept in a warm room and how its potency was restored as soon as it was 
kept in a refrigerator. However, Shute has come to the conclusion that, 
even under optimal conditions, the oil probably does not retain its potency 
for longer than eight weeks. He next discusses the influence of the drug 
on labour, because so many of his patients, to whom it had been given, 
feared that it would prevent the onset of labour at the correct time. In 
the 60 cases in which the oil had been used continuously Shute has never 
seen one case in which the onset of labour was delayed. Actually, he has 
given massive doses just before induction of labour because of a threaten- 
ing premature separation of the placenta, and in all cases the induction had 
been just as successful as in cases in which oil had not been given. 

The author believes that all cases should be controlled by routine blood- 
serum tests for an excess of oestrogenic antiproteolytic substance. Its pre- 
sence invariably denotes a deficiency of vitamin E which must be replaced 
if the pregnancy is to go normally to term. 


VITAMIN B DEFICIENCY AS AN AETIOLOGICAL FACTOR IN PREGNANCY 
TOXAEMIAS. 


Siddall brings forward the view that the pregnancy toxaemias are due 
to a deficiency of vitamin B. He suggests that (1), the pituitary body 
requires vitamin B for its normal function; (2), that deficiency of this 
vitamin in the non-pregnant female causes underfunction of the pituitary 
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body; and (3), that a deficiency of this vitamin during pregnancy causes 
overfunction of the pituitary which gives rise to the manifestations of 
toxaemia. He conceived this idea during medical practice in China, where 
he was impressed by the large number of people who showed signs of hypo- 
pituitarism, by the common deficiency disease of beri-beri, and by the 
high incidence of toxaemia in late pregnancy. He draws an analogy between 
the symptoms of beri-beri and those of a defective function of the pituitary, 
and he states that in test animals with vitamin B deficiency there is an 
enlargement of the pituitary and suprarenal glands. He thinks that this 
enlargement is in the form of a compensatory hypertrophy. 

Whereas vitamin B deficiency seems to give rise to underfunction of 
the pituitary body in the non-pregnant state, Siddall believes that in the 
pregnant woman a similar deficiency may cause overfunction of the pituitary 
which in turn produces the syndrome of pre-eclampsia and eclampsia. His 
explanation of this apparent paradox is that pregnancy produces such 
changes in the maternal organism that the pituitary gland not only com- 
pensates for a lack of vitamin B, but actually over-compensates to the 
detriment of the patient. With this theory he finds an explanation for 
the fact that pregnancy toxaemia is more common in primigravidae, in 
multiple pregnancies and hydatidiform mole, and among poorer patients. 


Bryan Jeaffreson. 
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*Evaluation of ovarian sterilization for breast cancer. G. W. Taylor. 

*Oestrogenic hormones and carcinogenesis. L. A. Emge. 

*Multiple plastic operations in the management of prolapsus uteri. E. A. 
Schumann. 

*Wertheim’s operation for cancer of the uterus. P. Werner. 

*Certain aspects of so-called sterility in the female. A. D. Campbell. 

*My experience with the Melhado manoeuvre for persistent posterior posi- 
tion. G. M. White. 


FURTHER STUDIES IN INFERTILITY AND STERILITY: AN ANALYSIS OF 
200 COUPLES. 


Six years ago the authors published the results of an analytical study of 
300 couples who sought advice because of their inability to conceive. 
Since that time they have examined and treated an additional 200 couples 
for childlessness, the study and analysis of which are the basis of the present 
report. 

Infertility was more frequently encountered than sterility, and the male 
partner was responsible for about one-third of reproductive failures. The 
Roentgenographic methods of pneumo-peritoneum and hysterosalpingography 
were of material value in the investigation of female partner. 

Pregnancy occurred in almost half of the matings in the infertility group 
and in only 15.4 per cent in the sterility group, after investigation and 
treatment. 

Huehner tests were carried out in 125 couples, and in cases of unsatis- 
factory results condom and urological tests were routinely requested. Tubal 
patency tests were done in 111 cases, hysterosalpingography in 42 and pelvic 
pneumo-peritoneum in 41 cases. Tubal obstruction was encountered in 20, 
of which 15 were complete and 5 partial. 

Surgical measures were carried out in 73 patients. Linear cervical 
cauterization was the most frequently employed measure and has con- 
tinuously proved to be satisfactory. Salpingostomy was performed in only 
one case without benefit. The most interesting group from a surgical 
standpoint was one of nine cases of sterility due to bilateral polycystic 
ovaries. In five of these amenorrhoea was a feature of the clinical picture. 

Successful treatment in the infertility group was chiefly attributable to 
cervical cauterization, patency tests, and sex adjustments. In the sterility 
group hormone therapy in the male and surgical treatment in the female 
were at times successful. 


LIFE AND DEATH OF THE FOETUS: A NEW GRAPHIC TEST IN PREGNANCY. 


Aiter electrocardiography had become an indispensable method in 
medicine, repeated attempts were made to obtain the foetal electrocardio- 
gram in the course of pregnancy. When this became possible it remained 
to improve and simplify the technique so that increase in the percentage 
of positive results would render the method applicable for routine purposes. 
The main points of the final technique are that the patient should be 
placed flat on her back on a couch, the skin and electrodes moistened with 
saturated saline solution and the electrodes placed on the upper parts of 


349 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


the arms and left thigh, fastened with bandages soaked in saturated saline 
solution. Thé patient should rest 10 to 15 minutes before the electro- 
cardiogram is taken, and the tracings should be taken with the usual leads 
I, II, and III, and the electrode charged from left to right thigh. Tracings 
should then be repeated with leads II and III, and 2 feet of film exposed 
for each tracing. 

With the technique thus described during the last two months of preg- 
nancy 87 per cent of foetal electrocardiograms were positive. 

Foetal electrocardiography requires experience in taking and reading 
the tracings. It is a new method which can be further improved and has 
possibilities of being of value for practical, medico-legal and scientific pur- 
poses. 


FLUID BALANCE IN THE PUERPERIUM. 


Pressure of the gravid uterus upon the ureters is not adequate to ex- 
plain the changes in the renal tree which commonly occur in pregnancy. 

A double aetiology for these changes, if considered both as to nature 
and degree, should be accepted for humans. An endocrine factor should 
be given equal if not greater significance than the pressure factor. 

There are several established lines of evidence which have in common 
certain characteristics in relation to the stage of pregnancy, which indicate 
that fluid storage in the course of pregnancy should occur regularly and 
in all cases. 

In this study of 54 cases, in all except one patient the output of 
urine was in excess of the fluid intake to an extent too large and of too 
long duration to be considered accidental. If fluid losses attendant upon 
delivery and the puerperium, purely obstetrical in nature and lactation be 
included, the above figures will be greatly exaggerated. 

Medical, surgical, and urological diseases, when they develop either in 
the course of pregnancy or the puerperium should be considered in rela- 
tion to a disturbed fluid balance and not by the yard-stick of fluid balance 
in the non-pregnant. 


CARCINOMA OF THE Bopy OF THE UTERUS. 


The authors have collected the clinical and pathological findings in 
88 cases of carcinoma corporis from the records of the Barnard Free Skin 
and Cancer Hospital. Seventy-three per cent occurred in the white race, 
and the highest incidence was equally divided between the fourth and 
fifth decades. Gestation did not seem to be a factor in predisposition to 
corporeal carcinoma. A family history of cancer was present in 12 per 
cent of the cases, of which more than half were directly attributed to the 
maternal side. Late menopause is a common observation in women who 
develop fundal cancer. 

There is reasonable evidence for the assumption that there is a relation 
between hyperplasia of the endometrium and carcinoma of the uterine 
body. The fundus should be explored in all cases of adenocarcinoma of 
the cervix. 

Operation is the treatment of choice, and recently radium has been used 
before operation in the treatment of anaplastic lesions. 
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A STUDY OF THE SUPERFICIAL VENOUS PATTERN IN 
PREGNANT WOMEN BY INFRA-RED PHOTOGRAPHY. 


PREGNANT AND Non- 


The authors have carried out a group of studies of various aspects of 
the circulation in pregnancy. Their aim was to demonstrate visually, if 
possible, any changes occurring in the superficial venous pattern before, 
during, and following pregnancy, and to attempt to correlate these changes 
with other facts pertaining to the circulation in pregnancy. It was found 
that pregnancy is accompanied by definite photographically demonstrable 
changes in the prominence of the superficial venous pattern of the anterior 
thorax and abdomen. Similar changes do not occur in the rest of the super- 
ficial venous system. An isolated photograph of the veins gives no evi- 
dence as to whether or not the subject is pregnant, or as to her parity. 
The changes in the prominence of the veins are principally due to the 
stretching and thinning of the overlying tissues. It is probable that an 
increase in blood content and, in the case of the breasts, of physiological 
hyperaemia, contribute to the effect. The usefulness of the peripheral 
venous pattern as an aid to identification is suggested. 





THE EARLY DIAGNOSIS OF CERVICAL CARCINOMA, 


This study is based on 59 cases in which a routine removal of the 
cervical mucosa was done for purposes of a systematic histological investi- 
gation. Although none of these cases revealed symptoms or clinical find- 
ings which indicated malignancy, in two patients definite cervical carci- 
noma was found. In both cases simple excision of the endocervix appar- 
etly effected a cure. 

The author’s experience has prompted him to make the following 
recommendations. No diagnostic curettage should be considered complete 
without removal and histological examination of the cervical mucosa. 
After dilatation and curettage the Hyam’s conization offers the simplest 
and safest way to accomplish this purpose. Every woman past her 
thirtieth year should be considered a potential candidate for cervical 
carcinoma. It is advisable for patients in this age-group to have at least 
one routine tissue examination of the lower half of the cervical mucosa. 
The only contra-indication for this procedure is inflammation or tenderness 
in the adnexa. He believes that in the present cancer-conscious era it 
should not be difficult to impress upon patients the advantages of routine 
cervical biopsy. Gynaecologists who adopt these recommendations may be 
rewarded by the gratifying experience of recognizing and curing an occa- 
sional patient with incipient cervical carcinoma. 


THE ANATOMY OF THE PELVIC AND UROGENITAL DIAPHRAGMS IN RELATION 
‘ TO URETHROCELE AND CYSTOCELE. 


The authors believe that there is no standard work on anatomy present- 
ing a description of pelvic structure which meets the requirements of 
present-day gynaecology. 

The levator ani muscle consists of two sub-divisions: pubo-coccygeus 
and ilio-coccygeus. The former originates along the pubic bone and tendi- 
nous arch. This anterior portion of the levator ani is inserted not only into 
the coccyx, but into the urethra, vagina, and rectum. The ilio-coccygeus, 
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the posterior part of the levator ani, is chiefly tendinous at its origin. 
At the extreme posterior portion the muscle arises from the spine of the 
ischium, but so far as can be determined, only three or four posterior 
fascicles arise from the base. 

The superior fascia of the urogenital diaphragm in relation to the urethra 
is not a smooth plane, being elevated at the lateral margin of the urethra 
to a height of 0.8 centimetre above the floor proper. Arising from the 
pubic bone it forms bilateral bands which narrow somewhat then spread 
out on reaching the urethral wall. The urogenital diaphragm, as a whole, 
situated below and in front of the pelvic diaphragm, completes the pelvic 
support. 

The details of the anatomy of these structures are given very fully, 
and are accompanied by excellent diagrams. 


OBSTETRICAL INFLUENCES ON THE WEIGHT CURVE OF THE NEWBORN. 


The conception that the normal newborn infant may be in a state of 
mild shock is relatively new. If such a conception proves to be correct it 
should greatly modify not only the routine care of newborn babies but 
many obstetrical procedures. 

There is invariably marked loss of weight during the first days of life 
which has been explained by the loss of meconium and urine from the body, 
the vomiting of mucus, and the fact that the baby receives little or no food 
during the first few days: It is believed, however, that the weight lost 
by the newborn is largely due to water lost from the body, and this should 
be more or less an index to the degree of shock. 

Between November 1935 and June 1936 records were made of all the 
babies born in the Women’s Hospital, Detroit. This included data about 
the pregnancy, delivery, neonatal period, the weight for each of the first 
eight days, and a complete record of the food and fluid intake for each day. 
After the cards were complete they were sub-grouped by means of a mecha- 
nical sorting machine, and the cumulative weight curve of any given group 
was obtained by means of a tabulating machine. 

The author gives a very thorough report of the investigation, and it 
is shown that certain factors tend definitely to increase the loss in weight 
and that others tend to decrease the loss. It seems conclusive that the 
weight loss of the newborn is not entirely physiological. The evidence 
presented tends to confirm the idea that the normal newborn is in a state 
of mild shock as a result of the trauma of labour. In general, factors 
which tend to retard or ease the second stage of labour seem to be favour- 
able to the child. 


EVALUATION OF THE INTRADERMAL TEST FOR PREGNANCY. 


‘ 


In 1936 Gilfillen and Gregg reported a ‘‘ new, rapid, and economical test 
for pregnancy ’’ based on the idea that an anterior pituitary-like substance 
is present in the circulation of pregnant women; therefore these women 
would not be sensitive to this substance when injected intradermally. The 
author decided to repeat the work of Gilfillen and Gregg, using their techni- 
que and checking the results with other anterior pituitary-like substances, 
and for this follutein and antophysin were chosen. A series of 140 women, 
100 of whom were known to be pregnant, 10 post-partum, and 30 non- 
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pregnant, were tested. In 100 cases of known pregnancy no reaction with 
any of the solutions was shown in 66; of the 34 cases showing reaction 30 
reacted with follutein only, 4 with all three solutions. Thus follutein 
failed in 34 per cent and antuitrin S and antophysin in 4 per cent. After 
thorough investigation the author has come to the conclusion that the 
intradermal test is unreliable, since it is inaccurate in both the control 
group in the known pregnant group, with an error of from 4 to 72 
per cent. In the early months of pregnancy, when an accurate test is 
most desirable, an error of 72 per cent was found. 


MANAGEMENT OF THE THIRD AND FOURTH STAGES OF LABOUR. 


The term ‘‘ third stage of labour’’ should be limited to the delivery of 
the placenta. The interval thereafter between delivery of the placenta 
and the time the patient is ready for bed is designated as ‘‘ the fourth 
stage.”” __ 

The author describes here in detail his technique for the third and 
fourth stages of labour, which gives very satisfactory results. The placenta 
separates as soon as the baby is born. Vaginal examination is performed 
and the placenta promptly expressed. No ill-effects result from the vaginal 
examination. Vaginal examination and bimanual compression of the uterus 
are done to control haemorrhage. The vagina is frequently packed with 
iodoform gauze but not the uterus. By the method described by the 
author the blood loss is greatly reduced, and patients make a better post- 
partum recovery. All vaginal examinations are done under aseptic pre- 
cautions, and there are no ill-effects. 


HYDATIDIFORM MOLE AND CHORION-EPITHELIOMA. 


Mathieu has made a collective review of the literature of the years 
1935, 1936, and 1937. He found in this study that 4o per cent of the cases 
of chorion-epithelioma were the direct result of hydatidiform mole. The 
difference of opinion as to whether this neoplasm follows mole depends upon 
the influence of one’s own statistics. The disease is relatively rare, but far 
from negligible. The sedimentation-rate is a valuable aid to diagnosis, and 
an early diagnosis is all important. In this review it is noted that when a 
patient is operated upon early a cure is effected. Practically all authors 
agree that the correct treatment is immediate hysterectomy. X-ray treatment 
and radium treatment are beginning to appear in the literature, and Nason 
says that ‘‘ both hydatidiform male and chorion-epithelioma succumb 
readily to radiotherapy and X-rays due to their highly embryonic and ana- 
plastic character. Phaneuf thinks the same. Manhoff believes. radium 
and X-rays should be employed if the case is inoperable. 

It would appear from this study that if modern criteria are used, early 
diagnosis made and early treatment instituted, women with chorion-epi- 
thelioma will have a chance to get well in approximately 95 per cent of 
cases and keep their ovaries. 


EVALUATION OF OVARIAN STERILIZATION FOR BREAST CANCER. 


Artificial menopause may be expected to result in temporary regressions 
or improvement in about one-third of the cases with recurrent and inoper- 
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able carcinoma of the breast. The most striking benefit appears to accrue 
in cases with osseous metastases. 

Artificial menopause cannot be demonstrated as advantageous when em- 
ployed as a prophylactic procedure in patients who are submitted to radical 
operation. Hormone studies are thus far unable to explain why the 
favourable effects take place; and pathological studies are unable to predict 
which cases will react favourably. 


OESTROGENIC HORMONES AND CARCINOGENESIS. 


In a series of experiments on white rats of different ages, in which 
the dosage of aqueous theelin and theelin in oil were administered in vary- 
ing dosages and over varying periods of time, no malignant changes were 
produced in the mammary glands, in the genital tract or in transplanted 
mammary adenofibromata. Since this strain of rats is entirely free from 
spontaneous cancer it is assumed that hereditary immunity protects mam- 
mary tissue and genital tissue against excessive and uncontrolled prolifera- 
tion regardless of massive doses of oestrogen. The proliferative changes 
observed are quantitative and self-limited and probably do not occur spon- 
taneously even under high physiological loads of oestrogen as observed in 
gestational experiments. 

After two years observation on the effects of oestrogen stimulation of 
mammary and genital tissues in a strain of white rats free from spontaneous 
cancer, the author believes that the carcinogenic effect of this hormone is 
strictly limited. He is not convinced, because oestrogen favours spon- 
taneous mammary cancer in mice highly susceptible to this malignancy, 
that other species of mammalia are likewise affected. 


MULTIPLE PLASTIC OPERATIONS IN THE MANAGEMENT OF PROLAPSUS UTERI. 


Prolapse of the uterus is due primarily to a relaxation and stretching 
of the parametrial connective tissue, the holding apparatus of the uterus. 
Loss of tone and injury to the pelvic floor are secondary factors in the 
aetiology of prolapse. They are operative only because of the unbalance 
of the forces involved, namely the continuous downward thrust of intra- 
abdominal pressure which normally should be opposed by an elastic and 
strong pelvic diaphragm. Prolapse occurs when the cardinal ligaments 
lose their tone even though the levatores ani, associated muscles and fascia 
are comparatively uninjured. 

From the point of view of surgical cure prolapse must be divided into 
several clinical varieties dependent upon associated lesions. The upper 
segment of the cervix uteri and its attached cardinal ligaments offer the 
best support to the uterus and vaginal vault, and hence vaginal hysterec- 
tomy should play but a small part in the surgery of prolapse per se. On 
the other hand, vaginal hysterectomy with the retention of a collar or disk 
of cervix is a well-designed procedure of great value. The utilization of 
various operative techniques in the performance of multiple or composite 
operations when required to control prolapse of different types is the method 
of choice in the approach to this problem. 
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WERTHEIM’S OPERATION FOR CANCER OF THE UTERUS. 


Post-operative deaths following the Wertheim operation are largely due 
to peritonitis. Werner, in Vienna, has a method for avoiding peritonitis 
based on the three following points: 

Anaesthetic. Inadequate anaesthesia forces the small bowel down into 
the field of operation and is liable to be contaminated. Separation of the 
rectum from the posterior vaginal wall is especially painful, and forces 
the patient to move even under deep anaesthesia. All this can be avoided 
with spinal anaesthesia, and the author has used this exclusively; he em- 
ploys 8 to 10 cubic centimetres of 0.1 per cent percaine solution with the 
administration of veronal and morphine as pre-operative sedation. 

Preparation. The deeper structures, as well as the superticial, of the 
carcinomatous growth contain bacteria. Each manipulation of the tumour 
tends to force these bacteria still deeper into the uterine tissue, and to 
infect the surrounding tissue. Pelvic examination should not be done 
two days before operation, and curettage, cauterization, and tamponade 
must be avoided previous to operation. 

Precautions. Werner divides the vagina in the following manner; only 
after the rectum and bladder have been completely separated and the 
parametrium resected so that the carcinomatous growth is supported solely 
by the vagina, is the vagina cleaned with dry gauze from below. Two 
gauze sponges are introduced into the vagina as high as possible and against 
the carcinoma, following which, the vagina below this is again cleaned with 
dry gauze. The surgeon after changing gloves returns to the open abdomen. 
Grasping the specimen with the left index finger and thumb, and compress- 
ing the vagina below the gauze tampons, he opens the anterior vaginal 
wall with scissors at a level below his fingers. Through this opening 
another gauze tampon is introduced into the distal part of the vagina. 
When this technique is practised it is possible to prevent the introduction 
of cancerous fragments into the abdominal cavity. 

This routine has been employed for the past nine years. The Wertheim 
operations included advanced and border-line cases, and there was a total 
of 152 patients. There were 12 deaths in the advanced cases, a mortality 
rate of 7.96 per cent. Five were due to pulmonary embolism, two to 
pneumonia, one to post-operative haemorrhage, one to the anaesthetic, one 
to cerebral oedema, one to multiple sclerosis, and one to retroperitoneal 
abscess. One hundred and fifty-two successive difficult Wertheim opera- 
tions were performed without one case of peritonitis. 


CERTAIN ASPECTS OF SO-CALLED STERILITY IN THE FEMALE. 


Occlusion of the Fallopian tubes is often due to some mild inflamma- 
tory process following abortion or the use of high-pressure douches. Although 
insufflation is generally used this problem can be attacked by endocrinological 
methods. The administration of oestrin causes the tubal musculature 
to develop and leads to an enlargement of the lumen and development of 
the cilia. Campbell has had much experience with the administration of 
emmenin. Several patients receiving this treatment for menstrual disorders, 
oligomenorrhoea and dysmenorrhoea, became pregnant, and the treatment 
of sterility has been still more successful. Sterility frequently results 
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from deranged function of the Miillerian tract as a whole or its transporting 
mechanism, which in many cases can be corrected by emmenin therapy. 


My EXPERIENCE WITH THE MELHADO MANCEUVRE FOR PERSISTENT 
POSTERIOR POSITION. 


The author has used the Melhado manceuvre in delivering cases of 
persistent posterior position with great success. His cases have been few 
in number compared with men working in larger places, but the fact that 
out of 50 cases delivered he had not one foetal death, speaks well for this 
method of delivery. The method of procedure is given in this paper in 
accurate detail. 


C. D. Read. 


La Gynécologie 


October, 1938. 
*Avitaminoses sociales. Raoul Lecoq and Jacques Courtois. 


November and December, 1938. 


*Ovarian cyst in children. Jean Minne and Louis Gernez. 
Ovarian graft. G. Massabuau, G. Guibal, and R. Joyeux. 


AVITAMINOSES SOCIALES. 


The October issue of this journal is devoted to an article on hypo-vita- 
minosis and its far-reaching effects on people of different social standing. 
This condition is of relatively recent origin, and was unknown amongst 
primitive peoples living on natural products, such as vegetables, fruit, flesh 
and fish, and who lived a wandering existence, exposed to the air and sun- 
shine. With the advent of military life the question of food storage on 
campaign necessitated the alteration of this natural dietary, and such cam- 
paigns as the Crusades were associated with the outbreak of deficiency 
diseases. Probably in many cases so-called pests and plagues were due as 
much to hypo-vitaminosis as to specific infection. 

The appearance of the modern city also, with its social strata, pro- 
duced a plethora of food supply among the upper classes and a marked 
lack among the lower. Industrialization, with its over-refined flours, its 
fruits plucked in a state of immaturity, its forced vegetables and preserves, 
and its frozen flesh and fish, has been another factor in the production of 
these diseases. The various conditions associated with lack of vitamins 
A, B, and C are gone into at some length. Vitamin E, the anti-sterility 
and fecundity vitamin, is also discussed, and the experimental work per- 
formed on rats fed on a diet free from vitamin E, recapitulated. 

In the male human being there is a loss of fertilizing power in the sper- 
matozoa, a diminution in motility, and finally a condition of aspermia. 
When this last state has been reached, fertility cannot be recovered. 
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Only exceptionally is sterility produced in women from lack of vitamin 
E, but a woman suffering during her pregnancy from a deficiency of this 
substance is liable to give birth to a sterile female child. More common 
causes of true female sterility are a lack of vitamin A or general meta- 
bolic malfunction. A woman is more liable to manifest a deficiency in 
vitamin E by one or more miscarriages. In such people there is a retarda- 
tion in the formation of the amniotic cavity, the mesoderm, and the 
embryonic coelom. Blood is extravasated into the uterine cavity, the 
foetal capillaries tend ‘to atrophy, and the trophoblastic syncytium retro- 
gresses. These factors produce intra-uterine death of the foetus. In this 
type of case abortion may be prevented by the exhibition of large doses 
of vitamin E. 

The hypo-vitaminosis factor in such conditions as rickets, osteopathies, 
dental caries, digestive disturbances, colitis, polyneuritis, beri-beri, pellagra, 
etc., is discussed. A table showing the number of food calories required 
by people performing various types of physical work is given, and the 
necessity of an adequate supply of sodium, calcium, magnesium, phosphorus, 
and potassium in the diet is stressed. An interesting point is the importance 
attached by the authors to an adequate amount of cellulose in the food 
intake, as too concentrated food is liable to produce hepatic damage. The 
irregularities of growth seen in young children are sometimes due to over- 
concentration of the diet, and it is always advisable to supplement the usual 
milky regime with such things as soup, purée of potatoes, fruit, and bread 
when the child is eight to nine months old. The administration of iodine 
is mentioned in hydramnios and decidual endometritis. The authors ad- 
vance a plea that the general public should be better instructed as regards 
their diet, and that the public authorities should facilitate the distribu- 
tion of milk, butter, vegetables, and fruit to the poorer classes. 


OVARIAN CYST IN CHILDREN. 


The authors have examined the world’s literature since 1869 and found 
245 cases of ovarian cyst occurring in children ranging from birth to 15 
years of age. The first reference quoted is that of Giraldes in 1869. 

The condition is admittedly rare. The authors of the article, however, 
have seen 15 cases. The pathology does not seem to differ from that in 
the adult. There are three main types of cyst: the dermoid, the mucinous, 
and the mixed; but it is very difficult to estimate with what frequency each 
variety occurs, as pathological confirmation is often lacking in case reports. 
The condition seems to occur more commonly on the right side. In one 
series of 138 cases 70 occurred on the right, 53 on the left, and 15 were 
bilateral. The size of the cysts is extremely variable. 

In 42 per cent of the cases some complication exists. When this condi- 
tion occurs in childhood recurrent attacks of abdominal pain, usually hypo- 
gastric or iliac, are by no means uncommon. The pain often Iasts for 
several hours, and is often diagnosed as appendicitis. Urinary symptoms, 
sometimes retention, sometimes frequency, occur. In some of the recorded 
cases precocious puberty has been observed. Intestinal and urinary troubles 
seem to occur more commonly in childhood than in adults. 
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Even in the absence of torsion, pain is more frequent than is generally 
supposed, and 25 per cent of patients complained of this symptom. The 
pain ranges from vague abdominal discomfort to the severe attacks called 
by the authors ‘‘ hypogastric crises’’. Lumbar pain and femoral pain are 
not unknown. 

Gastro-intestinal disturbances tend to occur in the child more commonly 
. than the adult. 

Menstrual malfunction has been observed in 9 per cent of cases. Often 
the periods start too soon. Early menstruation was observed by -Keatinge 
who noticed a menstrual flow in a child one month old. In girls around 
puberty the normal menstrual function is sometimes arrested. Occasionally 
dysmenorrhoea occurs. 

Urinary troubles occur in 12 per cent of cases, and retention is com- 
monest, although frequency, dysuria, and nocturnal enuresis may occur. A 
syndrome consisting of pain on micturition, difficulty in empting the blad- 
der, and tenderness in the pouch of Douglas is described. 

Pressure symptoms tend to be less marked than in the adult, although 
dyspnoea may be produced, and several cases of asphyxia have been 
recorded. Loss of weight sometimes occurs, and wasting may be marked 
in young children. 

Most of these cysts are bigger than a pigeon’s egg, and torsion is the 
commonest complication. Right-sided cysts twist more commonly than 
left-sided ones. Three clinical types of torsion are described, the first in which 
twisting is accompanied by acute abdominal crisis; second, in which a less 
acute onset is followed by several attacks of abdominal pain; and third, the 
so-called silent torsion, in which the symptoms are chronic and persistent. 

Only 9 cases of rupture have been described, and this is considered to 
be a rare complication. It generally occurs during violent exercise or as 
the result of direct trauma. Violent abdominal pain occurs, followed by 
shock. The abdomen becomes rigid and is tender on palpation. The prog- 
nosis is poor in these cases unless operation be performed. 

Suppuration and haemorrhage may occur just as in the adult. 

An interesting case of the occurrence of a twisted ovarian cyst in a 
small inguinal hernia has been recorded by Frangais. Sometimes ascites 
occurs, but the fluid is seldom present in large quantities. It becomes blood- 
stained if torsion occurs. Cases of intestinal obstruction caused by these 
cysts have been reported by several authors. The diagnosis must be made 
from ascites, tuberculous peritonitis, megacolon, tabes mesenterica, adi- 
posity, renal tumours, hydatid disease, mesenteric cysts, haematosalpinx, 
and retroperitoneal tumours. 

Tumours in these cases must be distinguished from acute appendicitis, 
intussusseption, strangulated hernia, etc. The treatment does not differ 
from that of ovarian cyst in the adult. 

A table giving the author, year, age of patient, type of cyst, side on 
which cyst occurred, complications, treatment, and the ultimate result in 
each of the 245 cases, culled from the literature, is given. 


Cc. E. B. Rickards 
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Bulletin de la Société d’Obstétrique et de Gynécologie 
de Paris, etc. 


Vol xxvii, No. 5, May 1938. 
SOCIETE DE GYNECOLOGIE ET D’OBSTETRIQUE DE PARIS. 


The experimental production of uterine new-growths. A. Béclére. 

A double-headed monster. J. Feghali. 

Dystocia due to abdominal enlargement. Dias. 

*Vesical calculus complicating pregnancy. Garnier. 

*Aspiration of the uterus in the diagnosis of hydatidiform mole. E. Aburel. 

Cardiac failure treated by abdominal hysterectomy and _ sterilization. 
Valléry-Radot and others. 

Crepitation as a rare sign of accidental haemorrhage. Sureau, Lacorre. 

*The formation of the first polar body under tissue culture conditions. 
B. Tsatsaris. 


REUNION OBSTETRICALE DE LILLE. 


*Meningeal haemorrhage in pregnancy. Paucot, Gelle. 
X-ray diagnosis of foetal malformations. Paucot, Bédrine. 
A case of ruptured uterus. Gelle, Morseau. 
Late phrenic. pain in ruptured ectopic pregnancy. Gernez. 
Medicinal induction of labour. Gernez. 
Columnar-celled carcinoma of the uterus following a molar pregnancy. 
Demarez, Bédrine. 
Pyometra and peritonitis due to senile stenosis of the cervix. Carriere and 
others. 
Osseous torticollis. Bédrine, Vandecasteele. 
A check pessary. J. Montague. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 


*Haemorrhage two hours after a lower segment operation. H. Pigeaud and 
A. Trillat. 
Pregnancy after myomectomy. H. Cotte, P. Magnin. 
Labour in a woman with pulmonary stenosis: congenital cyanosis of the 
child. P. Ravout. 
A new bougie for the induction of labour. Trillat. 
Fatal staphyloccal septicaemia of mother and child. Rhenter, Ambre. 


REUNION OBSTETRIALE ET GYNECOLOGIQUE DE NANCY. 


Mixed extraperitoneal Caesarean section. Hammant, Grimault. 
Pyelonephritis of pregnancy. Fruhinsholz, Richon. 

The Miiller-Oppenheim reaction. Vermelin. 

*Acute infarction of the uterus. Vichard. 


Vol. xxvii, No. 6, June 1938. 
SOCIETE DE OBSTETRIQUE ET DE GYNECOLOGIE DE PARIS. 


Functional menorrhagia due to ovarian hormonal disturbances. C. Béclére. 
The sedimentation-rate in gynaecology. E. Renwa. 
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*The pH at the external os. Palmer, Michon-Adjonbel. 

X-ray films of endocervical cancer. P. Lejeune. 

*A phonocardiogram of the foetal heart-beats. C. Lian, V. Golblin, and 
G. Minot. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 


Chorion-epithelioma developing without haemorrhage. Balard. 

Extraperitoneal rupture of the bladder in dystocia. Mahon, Dubourg. 

Obstetrical complications following cauterization of the cervix with filhos. 
J. Péry. 

Rupture of a classical Caesarean scar. Anderodias. 

Fatal haemorrhage from rupture of a follicular cyst. Charbonnel, Ringen- 
bach. 

Ulceration of the bladder after irradiation of the cervix. Duvergey, Penaud. 

Lower segment Caesarean section for prolapse of the cord. Anderodias, 
Péry. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 


*Accident due to spinal anaesthesia for Caesarean section. Casalta. 

Pernicious anaemia of pregnancy. Cambon. 

Prophylaxis of haemorrhage in the lower segment operation under general 
anaesthesia. Cambon. 

*The effect of diathermy of the cervix on inflammation of the appendages. 
J. Chosson. 

Diffuse sloughing of the vagina following too hot a douche. V. Donnet. 

Appendicitis and pregnancy. Chosson. 

Early onset of labour following a suicidal dose of folliculin. Gavauden. 

A 10-year survival of a case of cancer of the cervix treated with radium 
during pregnancy. Verdeuil, Ponthieu. 

Normal pregnancies and labours after presacral sympathectomy. E 
Casalta. 

Folliculin in the induction of labour. Cambon, Plasse 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY 


Primary carcinoma of the Fallopian tubes. Guillemin. 

Fibrinous peritoneal exudate after an injection of lipiodol. Binet, Canel. 
Sudden death during labour. J. Hartemann. 

The aetiology of tubal pregnancy. A. Guillemin. 


Vol. xxvii, No. 7, July 1938. 
SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 


A sequence of premature labours due to a large polyp. Gigon. 
Ectopic gestation operated upon after term. Gigon. 

Variations in the reduction time of oxyhaemoglobin. Donnet. 
Hysterogram of a uterus didelyphys. Bretéche. 

The threshold pressure in tubal insufflation. Donnet. 

The radiological appearance of the cervix. Christeas, Palmer. 
Hysterosalpingography. Mocquot and others. 


360 








REVIEW OF CURRENT LITERATURE 


*The glycogen content of the endometrium as a measure of progestin 
activity. Mocquot, Moricard. 
*Functional menorrhagia due to infection. Béclére. 


REUNION OBSTETRICALE DE LILLE. 

Cranial metastases of mammary carcinoma. Delannoy, Démarez. 
Placenta praevia treated by vaginal Caesarean section. Palliez, Gernez. 
Hysterectomy for severe amniotic infection. Palliez, Gernez. 
Pneumococcal peritonitis in the puerperium. Palliez, Gernez. 
Two cases of pseudomyxoma peritonei of ovarian origin. | Decoux and 

Bastien. 
Elephantiasis of the labium minus. Decoux, Bastien. 
Metastasis of a carcinoma of the breast in the labium majus. Decherf. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE LYON. 
Utero-ovarian opotherapy. Regad. 
*The Romans called a breech Agrippa, or Agrippina. Trillat. 
Infarction of an ovary after hysterectomy. Chalier. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE MARSEILLE. 
Biopsy in the diagnosis of carcinoma cervicis. Vayssiere and others. 
*The effect of dilatation of the cervix on the blood-presure. Chosson. 
Pernicious anaemia of pregnancy. Gavaudan. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE 
MONTPELLIER. 
Oedema of the anterior cervical lip at term. Brémond. 
Prolonged retention of a dead foetus. Delmas. 
Marginal placenta. Henriet. 
Normal labour after amputation of the cervix. Battle. 
Ovariectomy for menorrhagia of puberty. Massabuau. 


Vol. xxvii, No. 8, October 1938. 

SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE D'ALGER. 
Rupture of the vagina by coitus. Bonafos. 
Purpura ovarica. Bonafos. 
Unicornute uterus. Jahier. 
The effect of a salt-free diet on obstetric shock. Jahier. 
*Induction of labour. Fulconis. 
Intradermal hormonal test for pregnancy. Laffont, Ezes. 
Dystocia due to three lower segment fibroids. Jahier. 
Peritonitis in pregnancy: continuance of the pregnancy. Laffont. 
Raised hormone level in two normal pregnancies. Laffont, Bourgarel. 
Carcinoma developing in an acutely inflamed cervix. Ferrari. 
Peri-rectal fibrosis arising from disease of the appendages. Ferrari. 
Vulvo-perineal anaesthesia in labour. Jahier. 
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Five cases of ruptured uterus successfully treated by hysterectomy. 
Schébat. 
Scar rupture of the uterus spreading to the bladder. Schébat, Laffargue. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 

Dystocia caused by the scar of an old transverse lower segment operation. 
R. Fournier. 

The level of the uterine scar after the lower segment operation. R. Keller, 
L. Vandiest. 

Rupture of the uterus at the eighth month between the scars of two pre- 
vious upper segment Caesarean section incisions. G. Kessler. 

Operative replacement of a fixed retroverted gravid uterus. R. Keller. 

Tuberculosis of the Fallopian tube and an ectopic gestation. J. Limpach, 
J. Roy. 

A meningo-encephalocele. M. Fauve. 

Rupture of the liver in a newborn child. Claer. 

Colpectomy as the operation of choice for prolapse in old women. Pinsan. 

Post-partum eclampsia with cortical blindness and detachment of the 
retina. P. Marx, R. Fauve. 

Accidental diagnosis of endocervical carcinoma while performing hystero- 
salpingography. Fournier. 

Toxaemic symptoms in a case of mitral stenosis. Muller. 

Intravenous injection of spasmalgine for spasm of the cervix round the 
after-coming head. R. Fournier. 


VESICAL CALCULUS COMPLICATING PREGNANCY. 


The stone was the size of a foetal head and weighed 330 grains. It 
prevented the head from engaging. It was removed by cystotomy and the 
child was extracted by accouchement forcé eight days later. The cystotomy 
wound reopened for a short time after delivery. 


ASPIRATION OF THE UTERUS IN THE DIAGNOSIS OF HYDATIDIFORM MOLE. 


Aspiration of the uterus fails to withdraw liquor amnii if a mole is 
present. Aburel claims that no harm results from this procedure in normal 
pregnancies. 


THE FORMATION OF THE FIRST POLAR Bopy. 


Tsatsaris has been able to observe and photograph the formation of the 
first polar body in the ova of mice kept in a gum solution or an egg albu- 
min medium. 


MENINGEAL HAEMORRHAGE IN PREGNANCY. 


Paucot and Gellé describe a fatal case of cortical and intraventricular 
haemorrhage at the thirty-eighth week of pregnancy. The patient was a 
syphilitic. Albuminuria was present, and the differentiation from eclampsia 
was difficult. 
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CARCINOMA CORPORIS FOLLOWING A HyYDATIDIFORM MOLE. 

The patient first had a hydatidiform mole completely removed; four 
months later irregular bleeding recurred. The amount of urinary hormone 
was now found to be lower than normal, viz. 500 rat-units, whereas at the 
time of the mole the amount was between 50,000 and 100,000 rat-units 
per litre. Curettage was performed, but only debris was removed. Four 
months later and eight months after the molar pregnancy total hysterec- 
tomy was performed for a columnar-celled carcinoma of the fundus, the 
uterus forming a tumour the size of a fist. 


HAEMORRHAGE TWO HOURS AFTER LOWER SEGMENT CAESAREAN OPERATION. 

Pigeaud and Trillat describe a case of severe uterine bleeding two hours 
after a lower segment operation under general anaesthesia. No uterine 
contractions were produced by to units of pituitrin. The clots in the 
uterus were removed manually, and a hot intra-uterine douche was given, 
whereupon the bleeding stopped. 


ACUTE INFARCTION OF THE UTERUS. 

Vichard describes a red infected infarct of the uterus associated with 
an obstructed labour. Hysterectomy was followed by recovery. He gives 
the clinical features of uterine infarction as the sudden onset of pain and 
abdominal shock, general signs such as pallor, sweats, a rapid pulse-rate 
with a normal temperature, suppression of the lochia, and localized abdo- 
minal rigidity. 


THE pH AT THE EXTERNAL Os. 

Palmer describes a technique for determining the pH of the cervical 
secretions. The secretion was found to be more acid than is to be generally 
supposed, and the value of the test appears to have been exaggerated. The 
PH of the cervical plug, for instance, was often found higher than 6.5. 


A PHONOCARDIOGRAM OF THE FOETAL HEART-BEATS. 

Lain, Golblin and Minot contribute a study of the foetal heart sounds 
which they have registered electrically on gramophone discs, and their 
tracings show the sounds are not equidistant, the first interval lasting 
14/100 seconds, the second 16 to 19/100 seconds. The duration of the first 
sound was 6/100 seconds, that of the second 5/100 seconds. The vibra- 
tions of the second sound are a little larger than those of the first. 


ACCIDENT DUE TO SPINAL ANAESTHESIA FOR CAESAREAN SECTION. 

Casalta describes a case of sudden death at the completion of a lower 
segment Caesarean section performed under spinal anaesthesia; 10 centi- 
grams of scurocaene were used. 


THE EFFECT OF DIATHERMY OF THE CERVIX ON INFLAMMATION OF THE 
APPENDAGES. 
Chosson describes two cases of severe pelvic inflammatory reaction fol- 
lowing a diathermy coagulation of the cervix. The first occurred 16 days 
after, the second one 6 days later. 
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GLYCOGEN CONTENT OF THE ENDOMETRIUM AS A MEASURE OF THE ACTIVITY 
OF THE LUTEAL HORMONE. 


Mocquot and Moricard record their observations of the glycogen content 
of the endometrium throughout the menstrual cycle. Glycogen first appears 
on the seventeenth day of the cycle when it is found at the bases of 
the cells, and reaches a maximum between the twentieth and twenty- 
eighth days. This observation supports Borner’s and Allen’s observation 
that progestin is one of the factors conditioning the appearance of endo- 
metrial glycogen. 


FUNCTIONAL MENORRHAGIA DUE TO INFECTION OF THE GENITAL TRACT. 


Moricard describes a series of 65 cases of genital infection in which 
functional disturbances were noted. More than half the patients had 
menorrhagia, a third had disturbances of the menstrual rhythm, in 12 per 
cent there was oligomenorrhoea, and in 8 per cent of the cases there was 
amenorrhoea. In 11 per cent of the cases a little intermenstrual bleeding 
occurred between the eighth and tenth days of the cycle. 

When little or no cures were obtained by hormone therapy, most of 
the cases were either cured or improved by treating the chronic infection 
present, mainly by diathermy. 


THE ROMAN USE OF THE NAME AGRIPPA, OR AGRIPPINA, FOR BREECH 
PRESENTATION. 


Trillat gives a translation of a passage by Pliny the Elder (Natural 
History, vol. vii, chapter 6) dealing with this custom, viz.: ‘‘ It is unnatural 
for children to be born feet first: those born in this manner are called 
Agrippas, or difficult births. They say Agrippa was born thus, perhaps the 
only instance of a happy birth among those born so, and even he was 
tormented by gout, had a hard youth, and passed his life amid arms and 
death and the evil wrought by the two Agrippinae, the mothers of Caligula 
and Nero. In the end he died young, a victim of his wife’s adulteries and 
his father-in-law’s oppression. Agrippina, said Nero, the persecutor of the 
human race, was born feet first.’’ 


THE EFFECT OF DILATATION OF THE CERVIX ON THE BLOOD-PRESSURE. 


Chosson records six cases in which he found a rise in the systolic blood- 
pressure of 5 to 10 millimetres of mercury while the dilators were being 
passed. 


THE INDUCTION OF PREMATURE LABOUR. 


Fulconis has used pelvic diathermy as a method of induction of labour 
in 80 cases, in all of which he found the method successful. Repeated 
treatments were given, each lasting up to 80 minutes, the intensity vary- 
ing between 1,500 and 1,800 milliamps; treatment being stopped when 
the local temperature rose above 40 degrees centigrade. The quickest 
results were obtained when the treatment was combined with the use of 
pituitrin. The success of the method is probably due to the same factors 
which bring on labour prematurely in the case of acute pyrexia developing 
in pregnant women. 
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Bruxelles Médical 


Vol. xviii, No. 44, September 4th, 1938. 
*Vaginal abscess of extragenital origin. Georges Legrand. 


Vol. xviii, No. 47, September 25th, 1938. 
*The action of sulphonilamide in vitro and in vivo. 


Vol. xviii, No. 48, October 2nd, 1938. 
*Repeat Caesarean section after Porthes’s operation. Dr. Verstraete. 


Vol. xviii, No. 49, October gth, 1938. 
“A case of melano-sarcoma of the ovary. R. Schockaert, J. Lambillon, and 
A. A. Naulaerts. 


Vol. xviii, No. 50, October 16th, 1938. 
“Massive gangrene of the uterus in the puerperium. R. Schockaert and 
J. Boenez. 
Vol. xviii, No. 51, October 23rd, 1938. 
*Determination of blood groups in the diagnosis of false melaena in the 
newborn. M. Brouha and P. Moureau. 


Vol. xviii, No. 52, October 30th, 1938. 
The treatment of syphilis with large doses of arsenic. le docteur Tzanck. 


Vol. xix, No. 1, November 6th, 1938. 
*A late complication of an artificial vagina. Paul Lavand *homme. 


Vol. xix, No. 3, November 2oth, 1938. 

*The treatment of infection of the appendages by block anaesthesia. C. 
Daniel. 

*An investigation into the fixation of gonadotropic hormones in the serum 
during normal pregnancy and during pregnancy complicated by hyper- 
emesis. Georges Legrand. 

Société Belge de Gynecologie et d’Obsterique: Report of proceedings, 
November 5th, 1938. 


Vol. xix, No. 4, November 27th, 1938. 
*A case of acute appendicitis occurring four hours after confinement. Les 
docteurs Wittamer et Gesche. 


Vol. xix, No. 5, December 4th, 1938. 
Two cases of myomectomy for multiple uterine fibroids followed by preg- 
nancy. R. Schockaert. 


Vol. xix, No. 6, December 11th, 1938. 
A new method of radio-pelvimetry. M. Brouha, J. Pauwen, P. Dumont. 


Vol. xix, No. 7, December 18th, 1938. 
Société Royale de Gynecologie et d’Obstetrique: Report of proceedings, 
December 3rd, 1938. 


Vol. xix, No. 8, December 25th, 1938. 
*The action of sulphonamide derivatives in post-partum and post-abortum 
infections. J. Lambillon and A. Lejeune. 
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VAGINAL ABSCESS OF EXTRAGENITAL ORIGIN. 


Three cases are described. The first deals with a girl of 15 who developed 
an abscess in an antero-lateral wall of the vagina. After this had been 
drained a fistula persisted. The infection was first thought to originate 
in the pubic bone but the fistula was subsequently shown to communicate 
with an ischio-rectal abscess. There was no bacteriological proof, but the 
clinical features were suggestive of tuberculous infection. The second 
patient was aged 26, she developed sinuses in the vulva and perineum 
which communicated with the rectum. In the third case an abscess devel- 
oped in the pouch of Douglas after odphorectomy. It was treated by 
colpotomy, and a fistula between colon and vagina resulted. The cause 
was afterwards found to be a swab left behind at the original operation. 
The fistula was closed after preliminary colostomy, the continuity of the 
colon being finally restored. 

Fistulae into the vagina usually follow trauma, as in the last case. 
They may also arise following abscesses in association with the pelvic bones 
or the pararectal tissues. The original site of infection may be difficult to 
trace. 


THE ACTION OF SULPHONILAMIDE IN VITRO AND IN VIVO. 


Prontosil was first introduced by Domagk in 1935, and has proved its 
value in the treatment of infections with stveptococci, bacilli coli, gono- 
cocci, and meningococci. In the body it is split up into para-amido-benzene- 
sulphonamide (sulphonilamide) and tri-amido benzene. Sulphonilamide is 
also liberated from prontosil soluble and rubiazol. 

Prontosil is ineffective against bacteria when tested in vitro, and the 
antiseptic action of sulphonilamide is also weak. Experiments are described 
the results of which go to show that sulphonilamide destroys only those 
bacteria which are undergoing active division. Further tests were carried 
out on mice suffering from streptococcal peritonitis. Prontosil acts by 
preventing bacterial reproduction: the body phagocytes are then able 
to cope with the infection. 

From the clinical standpoint it is important that sulphonilamide does 
not interfere with the process of phagocytosis and does not damage leuco- 
cytes or the cells of the reticulo-endothelial system. Moreover, it shows 
no predilection for any tissues; it is diffused throughout the whole body 
and is therefore useful no matter where the infection may be situated. 


REPEAT CAESAREAN SECTION AFTER PORTHES’S OPERATION. 


The technique of the Porthes’s operation is described, and three cases 
treated in 1933 are briefly recounted. One of these patients died from 
post-partum haemorrhage because the uterine wall was not sutured as in 
the other two. 

One of these two patients was recently again subjected to Caesarean 
section. There was only one adhesion between the uterus and the abdo- 
minal wall. The uterine scar, however, was thin in one area and might 
have ruptured in labour. The scare was excised and re-sutured; the patient 
made a good recovery. 
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A CASE OF MELANO-SARCOMA OF THE OVARY. 


The patient was aged 52 years, had had one child, and was _ post- 
menopausal. She complained of general ill-health for five weeks and some 
lower abdominal discomfort. Examination revealed the presence of a cystic 
tumour in the pelvis. She had some pyrexia and leucocytosis; a diagnosis 
of infected ovarian cyst or degenerating fibroid was made. 

Operation revealed free fluid in the abdomen and an omentum studded 
with black nodules, Both appendages were replaced by black friable 
tumours. Radical operation was impossible but the right appendage was 
removed. During the operation a pocket of pus was opened. The patient 
recovered from the operation but died two months later. Sections of 
ovarian tumour and omentum showed a typical melanoma, but the details 
of the pathology are reserved for future publication. 

Melanoma of the ovary is a rare tumour, and literature is quoted to 
show that it is never a primary growth. It may arise in a dermoid cyst 
or teratoma, and the original tumour may become unrecognizable. In this 
case no naevus or other possible primary source was found. 

The author emphasizes that pigmented sarcomata are not necessarily 
melanomata. Blood pigment may give rise to mistakes in diagnosis, and 
chemical tests in addition to microscopic study are necessary. 

In this case the prussian-blue test and the Fontana reaction proved the 
pigment to be melanin. 


MASSIVE GANGRENE OF THE UTERUS IN THE PUERPERIUM. 


The patient was aged 38 years and had seven children; she was admitted 
to hospital as a case of shoulder presentation. Spontaneous delivery of a 
macerated six-months’ foetus occurred soon after admission. The discharge 
from the uterus was very offensive, so the cavity was packed with iodo 
form gauze. 

The general condition of the patient was good, and there was no 
anxiety at first. However, in view of the probability of an anaerobic 
uterine infection, hydrogen peroxide was instilled into the uterus. 

By the fourth day the patient had developed lower abdominal pain 
and rigidity, a rapid pulse-rate, and oedema of the vulva. Offensive gas 
was also escaping per vaginam. A diagnosis of peritonitis was made. Lapa- 
rotomy under ether anaesthesia revealed offensive gas in the peritoneal 
cavity and an almost black uterus. Total hysterectomy with drainage was 
unavailing, and the patient died three hours later. 

The gangrene was most extensive in the region of the cervix. Bacillus 
coli was cultured from the uterus and the blood-stream; the authors consider 
that the patient would have died even if hysterectomy had been per- 
formed earlier. 

In discussing the aetiology of uterine gangrene, they conclude that it 
is usually due to anaerobic organisms, but there is frequently a history of 
direct trauma, as in the induction of abortion. 

In this case the patient was mentally dull from the time of admission, 
and no history was obtained. There may have been local interference, 
such as the injection of soapy water, which is known to cause local necrosis 
by reason of its caustic action. 
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DETERMINATION OF BLOOD GROUPS IN THE DIAGNOSIS OF FALSE MELAENA IN 
THE NEWBORN. 


A case of false melaena in the newborn is recorded. Labour was com- 
plicated by premature rupture of the membranes and slight ante-partum 
haemorrhage. Immediately after birth the meconium was stained with 
blood and continued so for four days. The child remained well, however. 

It is suggested that it may be difficult to decide whether melaena is due 
to haemorrhagic disease or due to blood swallowed during birth. More- 
over, true melaena may occur whilst the child is still in utero. 

In the case described, puncture of the amniotic sac and grouping of 
the blood withdrawn, proved it to be of maternal origin. There is a demon- 
strable difference in the blood-groups of mother and child in 80 per cent 
of all cases. 


A LATE COMPLICATION OF AN ARTIFICIAL VAGINA. 


In 1929, and at the age of 35, the patient insisted on having an opera- 
tion for the formation of an artificial vagina. Since the age of 18 she had 
known that she suffered from complete absence of the vagina and, at the 
time of operation, she had been married six years. The operation was 
carried out by Professor Delporte, who first dissected the bladder from 
the rectum. The latter was then divided above the anal canal and brought 
forward to form a vagina. The rectum was then exposed from the sacral 
aspect, divided high up, and the proximal end pulled down and sutured 
to the anus. Convalescence was complicated, but the severed portion of 
rectum did not suffer from defective blood-supply. 

The new vagina proved adequate for coitus, but the patient never 
experienced any sexual gratification. A coccygeal sinus was later curetted 
and packed with iodoform gauze, but it did not heal. 

Nine years after the first operation the patient returned suffering from 
an offensive yellow discharge, occasionally blood-stained, from the artificial 
vagina. The upper part was found to be indurated, and biopsy disclosed 
that the condition was an adenocarcinoma of intestinal origin. This was 
treated with radium. 

The writer concludes by condemning operations designed to produce an 
artificial vagina on the grounds that (1), they involve a serious operative 
risk, (2) the functional results are bad, particularly as far as the woman 
is concerned, (3) lesions, such as carcinoma, may arise subsequently. 


THE TREATMENT OF INFECTION OF THE APPENDAGES BY BLOCK ANAESTHESIA. 

The treatment described here is one designed to avoid operation or pro- 
longed rest in bed. It consists of the injection of the pelvi-perineal 
(inferior hypogastric) plexus with local anaesthetic. A fine bore 12 centi- 
metre needle is inserted through the lateral vaginal fornix parallel with the 
cervix and 1 centimetre away from it. It is pushed obliquely backwards 
and forwards to a depth of 2 centimetres, and 5 cubic centimetres of a 
I per cent solution of novocaine are injected on either side, 10 cubic centi- 
metres in all are injected. 
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The treatment may be carried out in the acute, sub-acute, or chronic 
stages of the disease. It is contra-indicated by pus formation or tuber- 
culous infection. The patient is not necessarily confined to bed. 

A series of 116 cases is recorded. Of these, 23 had acute infections 
and 18 showed good results. The condition was sub-acute in 38 patients, 
and 36 were successfully treated. Of 55 chronic cases, 47 responded satis- 
factorily. Many were symptomatically cured although the anatomical 
lesions remained. In 23, the injections were repeated once or even twice. 

With this treatment it is claimed that pain and pyrexia quickly disap- 
pear, as do bleeding and discharge when present. In the whole series there 
were 73 per cent of good results and 27 per cent of failures. 

The author states that although the treatment is not empirical, its mode 
of action is not known. It may exert its good effect by causing a vascular 
change. 


AN INVESTIGATION INTO THE FIXATION OF GONADOTROPIC HORMONES IN THE 
SERUM DURING NORMAL PREGNANCY AND DURING PREGNANCY COM- 
PLICATED BY HYPEREMESIS. 


The chemical nature of prolan is unknown, but it is somewhat analogous 
to that of the polypeptides. It is not destroyed by pepsin but is inacti- 
vated by trypsin. When in relatively pure solution it is not precipitated by 
sulpho-salicylic acid. 

The author quotes evidence from the literature to show that gonado- 
tropic hormone is precipitated with the proteins from the blood-serum. 
Moreover, it is difficult to separate it from proteins by treatment with acid 
or alkali. 

As far as urinary prolan is concerned, opinions differ. Some state that 
it is easily separated from proteins by dialysis, others, supported by the 
writer of this article, state that it cannot be separated by this method. 

The nature of the fixation of gonadotropic hormone is probably one of 
adsorption. 

In the experiments described here, the blood-serum to be tested was 
treated with trichloracetic acid by which albumins are precipitated but the 
polypeptides remain in solution. A second sample was treated with phospho- 
tungstic acid by which albumin and polypeptides are both precipitated. 

The various precipitates and filtrates were then tested for gonado- 
tropic hormone by injecting them into immature female rabbits. 

In normal pregnancy, the filtrate, including polypeptides, never contains 
gonadotropic hormone. The latter is to be found with the albumin pre- 
cipitate. Albumin is not normally present in the urine, and precipitation 
of polypeptides removes the prolan from the filtrate. Placental extracts 
were also tested, and the adsorption of hormone to the proteins was again 
proved. 

Finally, two cases of hyperemesis gravidarum were studied. In both, 
the amount of gonadotropic hormone in the serum was greater than normal, 
and, after precipitation of the proteins, some hormone could still be demon- 
strated in solution. The author concludes that in this condition some of the 
prolan is free; whereas, in normal pregnancy, it is all fixed by protein 
substances. 
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A CASE oF ACUTE APPENDICITIS OCCURRING FouR HOURS AFTER CONFINE- 
MENT. 


Statistics show that appendicitis complicating pregnancy is rare. When 
it does occur it is usually in the first five months of pregnancy. 

The prognosis is grave, since abortion or premature labour frequently 
occurs. The contracting uterus prevents localization of infection and general 
peritonitis results. The clinical features are not typical. Pain is the pre- 
dominant symptom, but muscular rigidity is not often seen. An important 
physical sign is that the uterus feels unduly hard. 

In doubtful cases, laparotomy is always justified. Delay in a genuine 
case may be fatal, whereas unnecessary laparotomy results in very little 
harm. 

The case recorded is one in which the symptoms of appendicitis occurred 
four hours after a normal delivery. Laparotomy seven hours after delivery 
confirmed the diagnosis of appendicitis. Removal of the appendix was fol- 
lowed by recovery of the patient. 

A second patient was operated on at the seventh month of pregnancy. 
The mother recovered, but the child died in utero, and was subsequently 
expelled. 

Finally, a case from the Strasbourg clinic is quoted. In this the patient 
developed acute appendicitis four hours after labour had been terminated 
by lower segment Caesarean section. The lesion was not suspected owing 
to the recent operation. The patient died from peritonitis on the fourth 
day, and post-mortem examination revealed a perforated gangrenous 
appendix. 


THE ACTION OF SULPHONAMIDE DERIVATIVES IN POST-PARTUM AND PostT- 
ABORTUM INFECTIONS. 


The authors first began using these preparations at the end of 1935. 
They employed rubiazol, prontosil album, prontosil rubrum, astreptine, and 
deseptyl. 

Such preparations were administered prophylactically after 827 confine- 
ments; there was only one fatal case of sepsis. In this case, a uterine 
abscess eventually gave rise to general peritonitis. These substances are 
also of value in preventing the formation of mammary abscesses. In a 
series of 25 cases of inevitable abortion and in complete abortion every 
alternate case admitted was treated with one of the above preparations. 
The remainder served as controls. 

The progress of the treated cases was, with one exception, most favour- 
able. Pyrexia subsided more quickly, and the temperature rarely rose 
above the level at which it was recorded on admission. It is also empha- 
sized that sulphonamide derivatives tend to localize any infection, and 
cases are quoted illustrating this effect. 

The preparations, whether given orally or parenterally, were well 
tolerated. 

T. N. A. Jeffcoate. 
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Zentralblatt fiir Gynakologie. 


No. 47, November roth, 1938. 

Menstrual haemorrhage and trauma. A. Mayer. 

*True menstruation in a sterilized woman after the administration of syn- 
thetic hormone substances. E. Guldberg. 

The duration of pregnancy in human beings and its calculation. G. Rie- 
bold. 

Whether postmaturity can be induced experimentally only by the adminis- 
tration of corpus luteum hormone. F. Bernhart. 

The technique of colporrhaphy. F. A. Wahl. 

The pallida reaction and its significance in obstetrics. F. Walter. 

Resuscitation of the apparently stillborn. H. Hofweber. 

Harmlessness of the head traction forceps after Gauss. H. Jorg. 


No. 48, November 26th, 1938. 

Serological investigation on different days of the menstrual cycle (takata- 
dohmoto, globulin, interferometry, blood depression, leucocytes). Th. 
Koller and H. Miiller. 

Calcified myoma which made the recognition of carcinoma difficult. F. v. 
Mikulicz-Radecki. 

The treatment of kraurosis fornicis vaginae by local folliculin injections. 
P. Wirz. 

A case of foetus papyraceus. F. Bernhart. 

Fertility after Caesarean section. O. Busse. 


No. 49, December 3rd, 1938. 

Parathyroid gland and the course of labour in eclampsia. E. Wirths. 

The action of the suprarenal hormone (corticosterone) upon the female geni- 
talia. Fr. Hoffmann. 

*Naso-lateral position in brow presentation and mento-lateral position in 
face presentation and the improvement of their prognosis by vaginal 
operative means. H. Winkler. 

Polydactyly in twins. H. Ruhl. 

Squamous-cell nests in hyperplastic mucosa and in adenomyosis in mucous 
polypi of the corpus uteri and cervix uteri, in adenomyoma and in 
carcinoma adenomatosum. A. Pistofidis. 

*The potassium, calcium, sodium and magnesium content of the muscula- 
ture of the non-gravid uterus and the gravid uterus. P. Treite. 

*Pregnancy skin reaction after Gruskin. G. Pangalos. 

*Pregnancy reaction after Bercowitz. B. Triantaphilopoulos. 

*Pregnancy reaction after Nito. P. P. Panajotou. 


No. 50, December tcth, 1938. 
Relation between ascorbin acid loading and hormone production. H. Wink- 
ler and A. Binder. 
New contributions on the action of gonadotropic hormone. L. Miklos. 
The possibility of judging the capacity for work of pregnant and lying-in 
women. G. Effkemann and W. Borgard. 
Placenta praevia and its clinical treatment. W. Wahl. 
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Haemorrhage following labour and abortion. K. Heyrowsky. 

A case of widespread, partially papillomatous benign leucoplakia of the 
portio. V. Draganic. 

*The question of the initiation of labour pains by follicular hormone in 
women. W. Rieckhof. 


No. 51, December 17th, 1938. 
Specialist urological opinion of Stoeckel’s Gyndkologische Urologie. O. 
Kneise. 
The termination of pregnancy for pyelitis gravidarum. Th. Heynemann. 
Observations on the treatment of urinary infections in pregnancy with 
mandelic acid. H. Riither. 

A sodium chloride cloud reaction in urine. W. Eiszner and H. Roszberg. 
Ureteric knot formation as an operative measure in ureteric damage or 
ureteric fistulae after operations for uterine carcinoma. A. Gobel. 
Further report on the technique of operation for vesico-vaginal fistula. 

H. Harttung. 


No. 52, December 24th, 1938. 
A total thoracoplastic operation and child-bearing. H. Harttung. 


No. 1, January 7th, 1939. 

The clinical course of endometriosis. Th. Heynemann. 

*The occurrence of endometriosis, with a contribution on the pathology of 
the interstitial end of the Fallopian tube. E. Philipp and H. Huber. 

Endometriosis and pregnancy. J. Batizfalvy. 

An operation for the treatment of congenital defects of the vagina. A. H. 
McIndoe and J. Bright Banister. 

Vater-Pacini bodies in the Fallopian tube. Koji Suzuki. 

The treatment of alvine incontinence after transplantation of a vestibular 
anus, with the help of a flap made from the bulbo-cavernosus muscles 
and fat. C. Holtermann. 

Caesarean section in a case of locked twins. L. A. Falke. 

Results of the use of a rubber tube to obtain a non-haemorrhagic uterine 
incision. R. Hellmann. 


No. 2, January 14th, 1939. 

Rotation forceps in occipito-posterior and mento-posterior positions. C. J. 
Gausz. 

A case of dorso-anterior face presentation. W. Neuweiler. 

The treatment of breech presentation. P. W. Siegel. 

Recurrent breech deliveries. J. Erbsloh. 

Spontaneous version in an elderly primipara. S. Cang. 

The overcoming of the mechanical difficulty of reaching the sacral promon- 
tory in digital measurement. R. Knebel. 


TRUE MENSTRUATION IN A STERILIZED WOMAN AFTER THE ADMINISTRATION OF 
SYNTHETIC HORMONE SUBSTANCES. 


Guldberg refers to the research work carried out by Dodds, himself, 
Lawson and Robinson into the action of dioxy-a-8-diethylstilbien (diathyl- 
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stilbéstrol) in animal experiments. Its activity apparently depends upon 
the presence of the group 
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in its composition. In animals treated by Dodds, Lawson and Noble 
changes were found in the vagina, uterus and mammae, and these findings 
were not only confirmed by Erik Jacobsen but in addition there were 
changes in the hypophysis, thymus, and male sexual organs similar to 
those produced by oestrone. Up to 1936 no attempts had been made to 
treat human beings with the preparation. 

The treatment of a patient of 22 years of age was undertaken in July, 
1937, for bilateral tuberculous tubo-ovarian abscesses. Operation involved 
their entire removal, and was followed by the formation of an intestinal 
fistula which took three months to heal. Two weeks after the operation the 
patient had marked menopausal symptoms which, so far as the occurrence 
of hot flushes and excessive perspiration, gradually improved during her 
four months’ stay in hospital but on discharge she suffered from great weari- 
ness, nervousness, and disinclination to work, so that she was entirely unem- 
ployable. The patient was readmitted to hospital in May, 1938, and during 
the interval between this date and her operation no endocrine treatment 
was undertaken. At the time of her readmission the patient was so defini- 
tely influenced by menopausal disabilities that she had become entirely an 
invalid. Treatment was undertaken with diathylstilbéstrol in oily solution 
put up in 0.5 milligram and 1.5 milligram doses, and sold under the trade 
name of estilbin. Two objects were sought by this treatment: firstly, a 
relief to her menopausal subjective symptoms, and secondly, to obtain some 
information upon the effects produced in the human organism. 

After admission to hospital, four days were taken up with a thorough 
clinical investigation of the patient, including the urinary hormone content 
and diagnostic curettage of the uterus. Treatment was then started on 
May 14th and continued until July 11th by the daily intramuscular injec- 
tion of estilbin, starting with a dose of o.5 milligram and reaching a 
dose of 1.75 milligrams by May 31st; 6 k.e. intramuscular injections of 
elutin were given till June 6th, and then 1 milligram of estilbin by mouth 
daily from July 1st to 11th. 

At the beginning of treatment on May 14th, the sound passed 5 centi- 
metres into the uterine cavity, and the curettings showed the changes 
typical of castration. After nine days the sound passed 8 centimetres and 
curettings showed typical proliferation. After nine more days on June 
1st the sound still passed 8 centimetres and curettings showed definite 
glandular hypertrophy. On June 5th there was _ uterine bleeding. 
On June 7th curettings were in a _ predominantly _ proliferative 
phase, with odd glands in the secretory phase; the sound passed 8 
centimetres. On July 11th the sound passed 7.5 centimetres and curettings 
were in the proliferative phase. The results of treatment can be summarized 
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as follows. Menopausal extragenital symptoms disappeared. The amount 
of urinary anterior pituitary excretion was definitely lessened. The myo- 
metrium had grown. The endometrium had proliferated; after the adminis- 
tration of elutin the proliferative phase was followed by the secretory phase, 
and finally by menstruation. There was a noticeable growth of the breasts, 
with some pigmentation of the nipples and areolae. 


NASO-LATERAL POSITION IN BROW PRESENTATION AND MENTO-LATERAL PosI- 
TION IN Face PRESENTATION AND THE IMPROVEMENT OF THEIR PROG- 
NOSIS BY VAGINAL OPERATIVE MEANS. 


Ruhl describes two cases of delayed labour resulting from deflexion of 
the head. In the first case the patient already had three living children; 
in the labour described there were signs of obstruction with the foetus 
presenting by the brow. Im the second case, the patient was a primi- 
gravida, aged 16 years; the presentation was a face, with the chin rotated 
backwards. In both cases foetal heart sounds were present. 

Under deep anaesthesia Kielland’s forceps was applied to the head 
and used to push it out of the pelvis. When the head was entirely disen- 
gaged, without removal of the blades of the forceps, they were used to 
change the attitude of the head from that of deflexion to that of flexion, 
converting the presentation into an occipito-anterior. After this presenta- 
tion had been obtained without any exhibition of force but by simple 
manipulation, there was not the least difficulty in terminating the labour 
by a simple forceps extraction. 


THE PotassiIuM, CALCIUM, SODIUM AND MAGNESIUM CONTENT OF THE 
MUSCULATURE OF THE NON-GRAVID UTERUS AND THE GRAVID UTERUS. 


Treite carried out an investigation into the mineral content of uterine 
muscle of women of child-bearing age. His material was obtained by re- 
moval of a wedge of tissue from the uterine fundus at laparotomy or post- 
mortem examination very shortly after death. He came to the following 
conclusions : 

1. The water content of uterine muscle slightly rises during pregnancy. 

2. The potassium content is markedly raised by pregnancy, while the 
calcium rise is minimal. The potassium-calcium quotient is, therefore, dis- 
tinctly increased. 

3. Upon the raised potassium-calcium quotient depends the contractile 
power of uterine muscle. A rise in potassium content promotes uterine 
contractility, and a rise in calcium content causes weak uterine contraction. 

4. The sodium content shows practically no variation in the two condi- 
tions. 

5. The magnesium content tends to a definite rise towards the end of 
pregnancy. In two cases of eclampsia the magnesium content was very 
high. 


PREGNANCY REACTION AFTER GRUSKIN. 


Pangalos gives a short description of the dermal pregnancy reaction 
first described by Gruskin. He gives details of the method of preparation 
of an acetone placental extract and also of a normal saline extract of 
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placenta which he has also used in his investigations. In his series of 
cases he did not find accurate results, and he considers that further investi- 
gation is required. 


PREGNANCY REACTION AFTER BERCOWITZ. 


Triantaphilopoulos reports on the simplicity of the Bercowitz reaction. 
If it can be found to be accurate in its results it has the advantage of 
cheapness for the patient and ease of technique by any medical practi- 
tioner who has access to a sterile hypodermic syringe. The reaction de- 
pends upon the introduction of two or three drops of the patient’s own 
whole blood into the conjunctiva of one eye; within a few minutes myosis 
cr midriasis is looked for in the treated eye, the other eye being used as 
a control. 

The author tried the test in a series of cases before the twelfth week 
of pregnancy; out of a total of 73 he obtained a positive result in 55 and a 
negative result in 18. In 13 non-pregnant women the results were all nega- 
tive. He points out that a positive result of 75.4 per cent in cases of 
early preguancy is not sufficiently accurate. The duration of the reaction 
lasts only from 20 to 30 seconds, and he, therefore, wonders whether the 
cases of early pregnancy in which the result was negative may have given 
a fleeting change of such short duration that it was missed by the observer. 


PREGNANCY REACTION AFTER NITO. 

Panajotou refers to the statement of Nito that the production of embryo- 
nic heteroprotein in the mother’s organism causes the appearance in her 
urine of a hormone which lowers the blood-pressure. If from 5 to 10 cubic 
centimetres of pregnancy urine are injected into the auricular vein of a 
rabbit a definite leukopenia is produced within two or three minutes. The 
use of non-pregnancy urine is not followed by any such result. 

Nito further states that neither folliculin nor prolan produces this result, 
and he holds that some other hormone is produced by the lymphatic 
system. He admits that the urine in non-pregnant women and men does 
sometimes contain a substance which lowers the blood-pressure, giving rise 
to the protein shock of von Frey and Kaut. 

Nito appears to have obtained his reaction in all months of pregnancy, 
and has confirmed his results by the Aschheim-Zondek reaction. He carried 
out a similar investigation in 11 non-pregnant patients, and obtained 7 posi- 
tive results; 1 strongly positive result was obtained from male urine. In 
25 pregnant patients his results were so variable that he did not consider 
the reaction of any practical value. 


THE QUESTION OF INITIATING LABOUR PAINS By FOLLICULAR HORMONE IN 
WoMEN. 


Rieckhof refers to the findings of Cohen, Marrian, Watson, and Siebke 
that the folliculin content of the blood and urine is markedly increased just 
before the onset of labour. Druckrey and Bachmann undertook some 
animal experiments with rabbits and mice which received an intravenous 
injection of folliculin. Labour began in all the treated animals, which 
expelled their foetfis, whether at term or otherwise. As there seemed to 
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be no harmful results in these animals, it was thought that the injec- 
tion of folliculin might be useful in women to induce labour, or to reinforce 
weak labour pains. 

Streit attempted to induce labour by this method in 23 cases; he thought 
he was successful in 15 cases. Whether labour was just about to begin 
in these 15 cases or not cannot be determined; in 10 cases labour was defi- 
nitely overdue. The dose of folliculin varied considerably, ranging from 
100,000 i E. in one intravenous injection to 6 million i E. in six intra- 
venous injections during the course of two or three days. Streit ascribed 
the onset of labour to the action of his injection even when it occurred 39 
hours after the last injection. 

When the writer wished to carry out a series of experiments he found 
that he could only obtain his folliculin preparation in ampoules of i.B.E.; 
which he preferred to inject intramuscularly rather than intravenously. 
For his experiment he used only patients in whom the membranes had not 
ruptured and who were thought to be at term or past term. Twenty-five 
patients were treated in all; 20 were given a dose of 200,000 i.B.E., in 
these labour began from 1% hours to 192 hours later; 5 were given a dose 
of 250,000 i.B.E., in these labour began from 6 hours to 168 hours later. 

In conclusion, in only 6 cases did labour begin within 1144 to 13 hours 
after injection. The use of folliculin did not appear to be a certain means 
of inducing labour at term or after term. 


THE OCCURRENCE OF ENDOMETRIOSIS, WITH A CONTRIBUTION ON THE PATHO- 
LOGY OF THE INTERSTITIAL END OF THE FALLOPIAN TUBE. 


Philipp and Huber give a comprehensive résumé of the known aetiology 
of endometriosis as described in the literature of the subject. They point 
out that all cases of endometriosis must arise either as a result of direct 
spread from the uterine mucosa to neighbouring structures, as for example 
to the peritoneum as described by Haselhorst, to the parametrium, to the 
retroperitoneal cellular tissue, or to the upper vaginal wall, or they must 
result from implantation, which is a far more common occurrence. 

Implantation may result from the operative detachment of endometrium, 
cases being recorded more often in the United States of America where 
such minor gynaecology is of common occurrence. In the authors’ experi- 
ence implantation by retrograde menstruation occurred in four-fifths of all 
their cases of endometriosis. 

The article is profusely illustrated with sections from the uterine cornua 
and from the interstitial portion of the Fallopian tubes showing living 
separated portions of uterine mucosa lying free in their lumina. 


ENDOMETRIOSIS AND PREGNANCY. 


Batizfalvy points out that endometriosis occurs most commonly at the 
end of the fertile period of life, and, therefore, it is not very frequently 
complicated by pregnancy. Pregnancy associated with endometriosis is 
likely to be complicated by abortion, premature labour, or extra-uterine 
implantation of the fertilized ovum. Internal endometriosis complicating 
pregnancy is usually discovered at that time. 
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Internal endometriosis leads only rarely to complications in labour. 
Cases of uterine rupture, perforation during abortion, atony during Caesar- 
ean section and post-partum haemorrhage. In cases of pregnancy with 
external endometriosis the growth is almost always situated in the recto- 
vaginal septum, where it affects neither the course of the pregnancy nor 
that of labour. 

In a case personally watched by the authors the external endometriosis 
extended so far that it obstructed delivery and was at first mistaken for 
carcinoma of the rectum. It was treated by radiation because of pro- 
fuse uterine, vaginal, and rectal bleeding. The resulting amenorrhoea was 
followed by normal menstruation and pregnancy which remained unevent- 
ful till the eighth month when labour began. Labour was obstructed by 
the tumour, and the patient was treated by Caesarean section and subtotal 
hysterectomy. After the patient recovered she menstruated regularly 
from the vaginal endometriosis. 

R. H. B. Adamson. 


Acta Obstetricia e Gynecologica Scandinavica. 


Vol xviii, No. 4. 
Ten years of experience with Demelin forceps. J. Olow. 
The treatment of general peritonitis post-abortum. F. Holtz. 
Bilateral extra-uterine pregnancy. T. Olovson. 
A case of diabetes and pregnancy treated without diet. M. Renvall. 
The differences between radiological and anatomical measurements in deter- 
mining the size of the foetal skull radiologically. C. Wegelius. 
Aneurysms of the renal, mesenteric and hepatic arteries. K. Oestling. 
*On the treatment of uterine atony in labour by means of uterine scalp 
forceps. P. Kiihnrl. 
A case of pyelo-nephritis in pregnancy caused by bacillus pyocyaneus. 
G. Thorsen. 
Vol. xviii, Supplement 2. 
League of Nations: Health organization. 
*Annual report on the results of radiotherapy in cancer of the uterine cervix. 
(Second volume.) 


ON THE TREATMENT OF ATONY IN LABOUR BY MEANS OF SCALP FORCEPS. 


Kiihnrl reports a series of cases of labour with early rupture of the 
membranes and a high presenting head in which the course of labour was 
very slow as a result of weak and infrequent pains. Application of the 
scalp forceps as modified by Gauss and traction by means of a weight of 
one kilogram were followed by a rapid onset of regular, effective pains 
which caused fixation of the foetal head and descent into the pelvis. 

In 14 cases the results for both mother and child were satisfactory. In 
one case of delay in breech presentation he applied the same forceps to the 
buttock with entirely good results. 
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ANNUAL REPORT ON THE RESULTS OF RADIOTHERAPY IN CANCER OF THE 
UTERINE CERVIX (Second volume.) 


This report gives a summary of the results from nine centres, the total 
number of cases examined being 6,570; of these the total number treated 
radiologically was 5,672 (86.3 per cent). The scheme and method of report- 
ing were similar to that adopted in the first volume. 

Reports came from various parts of the world. 


Memorial Hospital for the Treatment of Cancer, New York. A total of 
137 patients were treated; 33 were alive and well 5 years after the beginning 
of treatment. The absolute cure-rate was 24.1 per cent. 

Women’s Hosptial in the State of New York. Fifty-one patients were 
treated; 14 were alive and well 5 years after beginning of treatment. The 
absolute cure-rate was 27.5 per cent. 


Centre des Tumeurs de l'Université de Briixelles. Seventy-three patients 
were examined, of whom 63 were treated. Fourteen were alive without 
recurrence 5 years after beginning of treatment. The absolute cure-rate 
was 19.2 per cent. 


The Liverpool Radium Institute. The total number of patients treated 
was 94. Eighteen were alive and well 5 years after beginning of treatment. 
The absolute cure-rate is not given, as this centre was not the only one 
responsible for treatment in the area. 


The Marie Curie Hospital, London. The total number of patients ex- 
amined was 130; the total number treated 126. Forty-two were alive and 
well 5 years after the beginning of treatment. The absolute cure-rate was 
32.3 per cent. 


The Radium Centre for Carcinoma of the Uterus (London County Coun- 
cil.) Ninety-six patients were examined, of whom 87 were treated. Eleven 
patients were alive and well 5 years after the beginning of treatment. The 
absolute cure-rate was I1.5 per cent. 


Institut du Cancer, Paris. One hundred and eleven patients were ex- 
amined, of whom 83 were treated; 24 cases considered to be unsuitable for 
treatment. Twenty-eight patients were alive and well 5 years after the 
beginning of treatment. The absolute cure-rate was 25.2 per cent. 

Institut du Radium de l'Université de Paris. One hundred and fifty- 
seven patients were examined, of whom 102 were treated; 26 cases were not 
accepted owing to lack of accommodation or of therapeutic facilities. 
Thirty-nine patients were alive and well 5 years after beginning of treat- 
ment. The absolute cure-rate was not available. 


Radiumhemmet, Stockholm. Two hundred and nineteen patients were 
seen, of whom 211 were treated. Forty-three were alive and well 5 years 
after the beginning of treatment. The absolute cure-rate was 19.6 per cent. 


R. H. B. Adamson. 
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REPORTS OF SOCIETIES. 


THE ROYAL SOCIETY OF MEDICINE. 

SECTION OF OBSTETRICS AND GYNAECOLOGY. 
AT a meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine, held at the Society’s House, 1 Wimpole Street, W.1, on 
Friday, January 20th, 1939, at 8 p.m., the president, Mr. ALECK Bourne, 
was in the chair. 


Professor G. I. STRACHAN read a paper on 
PRECARCINOMATOUS CHANGES OF THE CERVIX. 


He said that there had always been a desire to discover a condition which 
predisposed to carcinoma in a large proportion of cases, but as the transition 
to malignancy had never been seen, and it is not known whether one or 
several cells assume a malignant change at the outset, opinions must be 
speculative. 

The cervix uteri is a relatively accessible region, and changes occurring in 
it as the result of inflammation, following the trauma of labour, and infec- 
tion can be observed with the colposcope. 

Professor Strachan showed a series of microphotographs to demonstrate 
the changes in the cervix which he thought to be precancerous in nature. 
He thought that the cervical erosion was probably not an important pre- 
disposing cause but emphasized the importance of leucoplakia of the cervix 
as a precancerous condition. This condition could be seen only with the 
colposcope. 

He demonstrated that a healing erosion may give rise to an appearance 
which may be mistaken for carcinoma, but he pointed out that separation 
of clumps of stratified epithelium may predispose to the development of a 
malignant new growth. He pointed out the changes in individual cells, 
such as stippling, relative size of the nucleus, and presence of mitotic figures 
which in his opinion signify a precancerous change. 

One of the difficulties of such an investigation was that the ons: of car- 
cinoma at once obliterates any precancerous change. 

Professor Young, Dr. Cramer, Dr. Bond, Mr. Brews, and the President 
took part in the discussion. 


Mr. V. B. GREEN-ARMYTAGE showed a colour film to demonstrate 


THE TECHNIQUE OF LOWER SEGMENT CAESAREAN SECTION. 


Mr J. A. STALLWoRTHY (Oxford) described 


A CASE OF MIXED-CELL SARCOMA OF THE UTERUS. 


The patient, a married woman, 22 years of age, had had several operations 
for removal of cervical polypi at different hospitals during the last year. 
Histological reports of these had described them as benign. 
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She was seen at Oxford in October last, a polypus was removed for section, 
and the report stated that it was an infected adenomatous cervical polypus. 
On account of further bleeding the cavity of the uterus was explored and 
found to contain a mass of polypi. Pathological examination showed that 
the condition was one of sarcoma. Panhysterectomy was performed, and 
so far the patient remains well. 

Protessor Young, Professor Strachan, and the President took part in the 
discussion. 


Dr. NORMAN WHITE showed 


THREE SKIAGRAMS DEMONSTRATING A COMPLICATION OF 
EXTERNAL CEPHALIC VERSION FOR BREECH PRESENTATION. 


The case was one of breech with extended legs, in which version was 
performed under an anaesthetic about the thirty-fourth week. Immediately 
after version, a skiagram showed the legs to be still extended. A week later 
the last picture showed the legs well flexed. 

Mr. Norman White pointed out that if labour should start immediately 
after version a complicated presentation might be expected. 

In the discussion Mr. McCullough described such a case. 


AT a meeting of the Section of Obstetrics and Gynaecology of the Royal 
Society of Medicine, held at the Society’s house, 1 Wimpole Street, W.1, on 
Friday, February 17th, the President, Mr. ALECK BourRNE, was in the chair. 


Mr. S. Gorpon LUKER reported 


A CASE OF RADIUM TREATMENT OF MENOPAUSAL HAEMORRHAGE FOLLOWED BY 
CARCINOMA OF THE Bopy OF THE UTERUS THREE YEARS LATER. 


The patient, 51 years of age, who had had one child, was seen three years 
ago suffering from menopausal bleeding. Dilatation and curettage were per- 
formed and 50 milligrams of radium were inserted into the uterus for 36 hours. 
The sections of the endometrium showed hypertrophy; there was no evidence 
of new growth. 

The patient had no further bleeding until exactly three years later. She 
then had.-a little bleeding and some blood-stained discharge; the uterus was 
felt to be enlarged and hysterectomy was advised. Panhysterectomy was 
performed three days later, and the specimen showed extensive carcinoma 
of the body. The specimen and microscopic slides were demonstrated. 

Mr. Luker quoted other cases from the literature and he expressed the 
opinion that there was no evidence that sterilization by radium increased the 
incidence of carcinoma of the body of the uterus. 

The following took part in the discussion: Mr. Carnac Rivett, Mr. Lack, 
Mr. T. F. Todd, Mr. Horder, and the President. 
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Mr. Wyatt described 


Two CasEs OF ENDOMETRIOMA OF THE OVARY WITH SECTIONS SUGGESTING 
ORIGIN BY IMPLANTATION. 


In both these cases bilateral chocolate cysts were found at laparotomy, and 
histological examination showed implantation of edometrium near the surface 
of the ovary. 


Mr. Wyatt’s next case was that of 
A CHILD OF FIVE WITH A GRANULOSA-CELLED TUMOUR OF THE OVARY. 


This child was brought to hospital because of vaginal bleeding. The secon- 
dary sexual characteristics were excessively developed. An abdominal tumour, 
the size of a tennis ball, was found. 

After removal of the tumour from the right ovary the signs of abnormal 
development underwent retrogressive changes. The tumour was demonstrated 
and was thought to be granulosa-celled tumour. 


Mr. Wyatt’s third case was one of 


PSEUDO-HERMAPHRODITISM WITH ABNORMAL DEVELOPMENT OF THE GENITAL 
ORGANS AND ABSENCE OF THE VULVA IN A GIRL OF 16. 


There was a tiny opening into the vagina near the urethra, and at operation 
an entrance was made to the vagina. 

Mr. Blaikley, Mr. McLeod, Mr. Green-Armytage, and the President took 
part in the discussion. 


Dr. Moore WHITE described 


A CASE OF GRANULOSA-CELLED TUMOUR IN A GIRL OF ELEVEN YEARS. 


The girl had had some vaginal bleeding for two years, latterly becoming 
excessive. An abdominal tumour reaching to the level of the umbilicus was 
found. The secondary sex characteristics were well developed. 

An operation was performed and the tumour was found to arise from the 
right ovary and was removed. The uterus was enlarged. The tumour was 
found to be a granulosa-cell tumour of the folliculoid variety. Two years after 
operation the child remains in good health. 

The case was discussed by Mr. Blaikley. 


Mr. LESLIE WILLIAMS showed a specimen of 


A BILATERAL AND SUBCUTANEOUS LEIO-MYOMA OF THE CRURA OF THE 
CORPORA CAVERNOSA AND OF THE CORPUS CAVERNOSUM 


from a woman of 27 years of age. No reference to any similar case could 
be found in the literature. 
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THE NORTH OF ENGLAND OBSTETRICAL AND 
GYNAECOLOGICAL SOCIETY. 


NOVEMBER, 1938. 


A meeting of the North of England Obstetrical and Gynaecological 
Society was held in Liverpool on November 11th, 1938. 


Professor DANIEL DouGAaL, Manchester, described a case of 
NON-SPECIFIC ULCERATION OF THE MOUTH AND VULVA. 


Mrs. H., aged 24 years, and married about a year, was a patient in 
the Manchester Hospital for Skin Diseases under the care of Dr. Robert 
Gibson; Professor Dougal was asked to see her because of an extensive 
ulcerative lesion of the vulva; a little later she was transferred to his ward 
at St. Mary’s Hospitals. 

On examination he found that the labium minus on the left side was 
completely destroyed except for a small portion anteriorly, while that on 
the right side was perforated and only attached by thin pedicles in front 
and behind. Long ulcers with greyish coloured bases were also present on 
each side of the vaginal orifice within the remains of the labia. The lesion 
was so tender that proper examination was impossible without an anaes- 
thetic. 

There was a number of small round ulcers on the tongue, gums, and 
inner surfaces of the lips, and these closely resembled the condition des- 
cribed as aphthous stomatitis. 

The patient was somewhat thin and pale but otherwise healthy and 
well developed. Her temperature and pulse-rate were normal, and, so far 
as was known, there had not been any pyrexia during the course of her 
illness. The menstrual periods commenced at the age of 15, were regular 
every six weeks, and lasted six days. Apart from one period missed just 
before admission to hospital there had been no menstrual irregularity, 
certainly nothing to indicate any depressed ovarian function. Marital rela- 
tions had not been possible for three months. 

Her history as regards the ulcerative lesions was as follows. Ulcerative 
stomatitis had been first noticed when she was to years of age and had 
recurred at frequent intervals since that time. During the same period 
there had been three attacks of laryngitis. Vulval ulceration first com- 
menced three years ago. The process seemed to begin as a nodule which 
later broke down and formed an ulcer. After a varying length of time the 
ulcers would heal and the patient would remain well for several months. 
The present lesion was the most severe she had experienced, and had been 
produced by the spread of five distinct ulcers; previously she had been 
quite well for three months. 

Under an anaesthetic the remains of the labia minora were removed to 
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facilitate drainage, and various specimens taken for examination. The 
ulcers were then cleaned and covered with lint soaked in cod-liver oil. 

Professor Dougal was indebted to the pathologist, Mr. A. F. C. Davey, 
for the following summary of the laboratory investigations: 

1. The section of the ulcer’s edge showed only chronic inflammation. 
Nothing specific was discernible. 

2. The swabs taken before operation showed Gram-positive bacilli; 
morphologically Déderlein’s bacilli. Trichomonas were not seen in a wet 
preparation. The blood-agar plate culture from the ulcerated area pro- 
duced only Gram-positive bacilli. 

3. The blood-picture was normal. Haemoglobin 78 per cent, red blood- 
corpuscles 4,387,500, white cells 7,190, colour index 0.9, polymorphonuclear 
leucocytes 71 per cent, mononuclear leucocytes 29 per cent, platelets abun- 
dant. 

4. Blood-urea: 27 milligrams per 100 cubic centimetres. Normal. 

5. Blood-sugar: 97 milligrams per 100 cubic centimetres. Normal. 

6. A repeated microscopical and cultural examination from the ulcera- 
ted area produced the same results as above. 

7. No spirochaetes were seen in specially stained films from swabs 
made from the oral ulcers and the ulcers on the vulva. 

8. Films and cultures made from an ulcer in the cheek produced no 
definite evidence of any infective agent. 

g. The E.S.R. is 26 millimetres in 1 hour. Normal limits 4 to 8 mm. 

The only abnormality we have found is the increased E.S.R. This is 
ordinarily taken to represent an active infective condition. 


Progress under Treatment. 

In addition to the procedures already described, the patient had been 
given iron, arsenic, and vitamin A. As she had been in the hospital for only 
a little over a week, it was too early to expect any change, but there did 
appear to be some improvement. 


Description of an Earlier Case. 

In 1924 he saw Miss C., aged 16 years, with an ulcer of the left labium 
majus which was already extending on to the inner side of the thigh. 
Four months previously she had an ulcerated throat and, for a week before 
she was seen by Professor Dougal, ulceration of the mouth. The vulval 
lesion had been present for to weeks. Very thorough laboratory investiga- 
tions were carried out, but the results were largely negative. 

He treated the condition by excision and also by all sorts of antiseptic 
applications, but the disease steadily progressed, and the case was finally 
given up as hopeless. He then lost touch with the patient, but several 
years later her doctor told him that she was much better and that the 
lesion appeared to be healing. Yesterday he had another talk with her 
doctor, and she informed him that the patient died about five years ago 
from an ulcerated condition of the throat. She also said that the ulcera- 
tive lesions always appeared to be better when the patient was taking cod- 
liver oil. 
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In the Journal of the American Medical Association for 1932 will be 
found an article by Wein and Perlstein of Chicago on ‘‘Ulcus vulvae acutum 
associated with lesions of the mouth.’’ They describe one case, and this 
closely resembles the two personal cases he had just described. They also 
give a good account of the literature on the subject. 

Neumann was the first to draw attention to the association of oral and 
vulval ulcers, and believed that the lesions were the result of bacterial 
infection. Lipschutz reported in all 51 cases of acute ulcer of the vulva, 
but in only 1 were ulcers present in the mouth. He regarded the bacillus 
crassus as the causative agent. Many other observers have found this 
organism in the vulval lesions, but there is now a good deal of evidence 
in support of the view that it is identical with Déderlein’s bacillus. 

In this country, Elizabeth Hunt recently described a case of recurrent 
ulceration of the mouth and vulva associated with necrotic nodular lesions 
of the skin, and in the discussion which followed reference was made to a 
similar case described by Ravell (Proc. Roy. Soc. Med., 1932.) 

In the same discussion Whittle described the case of a girl aged 19 years 
who had suffered with lesions of the mouth and vulva since the age of 
5 years. 


Comment. 

The condition Professor Dougal had described was an interesting one, 
but must be very rare. Its aetiology was uncertain, but at any rate there 
did not appear to be any specific organism responsible. The lesions were 
no doubt the result of bacterial invasion, but the main factor appeared to 
be a diminished resistance to infection. In the light of our present know- 
ledge of vitamins it would appear reasonable to assume that one of these 
essential factors was deficient, and this was supported by the good results 
which followed the administration of vitamin A in a case of vulval and 
vaginal ulceration during pregnancy recently described by E. A. Gerrard 
(Tvans. North of Eng. Obstet. and Gynaecol. Soc., 1938). 

Dr. GEMMELL (Liverpool) described a similar case in a woman aged 25 
from whom the ulcer was excised; the wound healed, but the ulcer recurred 
4 months later with the development of ulceration of the mouth. 

Mr. Epwarps (Derby) described a similar case he had had under obser- 
vation for 10 years which has resisted all forms of treatment. 

Mr. JEFFCOATE (Liverpool) referred to a case described in Brixelles 
Médicale which was cured by large doses of hexamine. In this case there 
appeared to be some connexion between the ulceration and the menstrual 
cycle. 


Mr. CHARLES MARSHALL (Liverpool) described a case of 
HYPEREMESIS GRAVIDARUM: DECAPSULATION OF A KIDNEY FOR ANURIA 


FOLLOWING EVACUATION OF THE UTERUS. 


His patient was a primigravida of 25 years. At the time of admission 
she had just missed her third period, and gave a history of severe vomit- 
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ing for the previous three weeks. She was pale, thirsty, and very weak. 
Her tongue was furred and dry, except towards the tip. Her con- 
junctivae had a faint icteric tinge. The pulse-rate was too, the 
temperature was 99°F ., and the blood-pressure 140/85 mm. Hg. The uterus 
was enlarged to the size of a 12 weeks’ pregnancy. Examination of the 
urine showed the presence of albumin, a large amount of acetone, bile 
salts, granular casts, and epithelial casts. 

Mr. Marshall believed, as he had really believed before, that immediate 
evacuation of the uterus was not only justified but urgently indicated in 
the face of such symptoms and signs. However, owing to the reports 
which at that time were being published of the good effects of intravenous 
glucose therapy in such cases he determined to give this a trial. 

Such treatment was therefore begun, and was supplemented by rectal 
infusions. But the daily amount of fluid retained fell considerably below 
the ideal. This was partly due to the difficulty he had in finding suitable 
veins and partly to the fact that she still continued to vomit despite the 
complete withholding of all fluid by the mouth. 

During the ensuing seven days no visible improvement occurred. Indeed 
the daily output of urine continued to fall, the icterus became slightly more 
pronounced, and a degree of apathy set in. At 3 o’clock in the afternoon of 
the eighth day she passed urine for the first time that day, the quantity 
being only 3 drachms. A catheter passed 5 hours later showed the bladder 
to be empty. The uterus was immediately evacuated by the vaginal route 
under local anaesthesia. 

During the next 12 hours 3 drachms of urine were secreted, and in the 
following 48 hours a total of only 6 ounces. Her condition rapidly became 
worse. Her mouth and tongue were now covered with a whitish membrane 
and small ulcerated areas appeared on the gums and inner surfaces of the lips. 
Repeated attacks of hiccough occurred which could be relieved only by aspira- 
tion of the gastric secretions. The conjunctival icterus deepened, and the 
skin became faintly jaundiced. Both kidneys were enlarged and tender. A 
trace of oedema appeared round the ankles. Her pulse became soft and 
irregular, and she complained that her vision was becoming dim. 

At 8 p.m. on the eleventh day the right kidney was exposed through a 
lumbar incision made under spinal anaesthesia and gas-and-oxygen. Seen 
through its capsule the kidney was of a deep purplish-red colour. It was 
definitely eniarged, though measurements were not made. As the capsule 
was nicked over the middle of its convex border, renal substance immediately 
bulged through the small incision, giving a distinct impression that it had 
been under considerable pressure. The incision was then enlarged and the 
capsule separated everywhere from the kidney and turned back over the 
renal pedicle. During the next 24 hours 15 ounces of bloody urine were 
passed. It contained numerous casts of all varieties. For the next three 
days the quantities were 22, 32, and 38 ounces respectively. 

Her symptoms, however, did not immediately subside; attacks of vomiting 
and hiccough appeared at intervals, and on the third evening jejunostomy 
was seriously considered. But on the fourth day she succeeded for the first 


385 








JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


time in retaining a little fluid by the mouth. From that moment she 
steadily improved, and was discharged from hospital perfectly well on the 
2nd of January, 1936, i.e. 5 weeks after the operation. 

Throughout 1936 Mr. Marshall saw her from time to time. Tests showed 
that her total renal function was within normal limits. Cystoscopic examina- 
tions revealed a slight delay in excreting indigocarmine from the right kidney. 
Towards the end of that year she was finally assured that there would now 
be no danger in her becoming pregnant. At any rate, she had a normal 
pregnancy, and was delivered on November 29th, 1937, of an infant which 
weighed 9 pounds 4 ounces. 

PROFESSOR LEYLAND ROBINSON congratulated Mr. Marshall on his courage 
in operating on a patient in such a grave condition. He thought the opera- 
tion a sound procedure in cases in which vascular hypertension was the cause 
of the intracapsular pressure. He had seen a similar case of anuria following 
the ligation of an accidentally injured ureter. In this case decapsulation was 
also successful. 

PROFESSOR MILEs PHILLIPs described a case of anuria he had seen follow- 
ing an eclamptic seizure. Decapsulation was followed by the free secretion 
of urine, and later the patient had four normal children. 

In reply, Mr. Marshall stressed the point made by Professor Leyland 
Robinson that the operation is of value only in cases in which the kidney has 
been previously healthy. 


Dr. GEMMELL (Liverpool) described a case of 
CARCINOMA OF THE CERVIX WITH AN OVARIAN CYST. 


This patient was a multipara, aged 63. The menopause was 15 years 
previously, and she complained of several small haemorrhages and one pro- 
fuse haemorrhage during the 9 months before her consultation in September, 
1937. On examination she was found to be suffering from a stage iii carci- 
noma of the cervix; the body of the uterus appeared to be enlarged by a 
mass in the fundus. She was treated with 3 applications of radium, followed 
6 weeks after the last application by deep X-ray therapy. 

When seen in May, 1938, her condition was very satisfactory. She was 
free from symptoms, the cervix was normal and mobile. It was now obvious 
that the body of the uterus was normal in size, and that there was a separate 
swelling in the anterior fornix. Mr. Gemmell considered this swelling to be 
either a pedunculated fibroid or an ovarian tumour, more probably the latter. 
The patient agreed to laparotomy, which was carried out on May 23rd, 1938. 
The ovarian cyst shown was lying completely free in the pelvis, and was 
easily removed. It originated in the left ovary. There was no free fluid 
in the peritoneal cavity. The pelvis was carefully searched for evidence of 
malignant disease, but none could be found. The abdominal glands and 
liver contained no growth. 

The cyst was found to contain clear fluid, and it was in the history of 
the wall of the cyst that the interest in the specimen lay. It was composed 
of a well-marked fibrous wall and apparent capsule lined by squamous 
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epithelial cells, among which prickle cells could be identified. There appeared 
to be three possible explanations of these appearances: 

1. That it was an epithelioma in the ovary secondary to the growth in 
the cervix. If this were correct, the centre of the mass had broken down 
and liquefied, and the capsule was the fibrous stroma of the ovary pushed 
to one side, this stroma being resistant to invasion by this particular type 
of tumour. 

2. That the growth. was a simple papillomatous cyst in which, possibly 
as a result of pressure, the epithelium had undergone squamous metaplasia. 

3. That the growth was initially a teratoma, and its squamous elements 
had undergone a malignant change. 

A very superficial search of the literature showed scanty references to 
secondary deposits in the ovaries in cases of carcinoma of the cervix. Ewing 
did not mention them at all. Three cases were mentioned by Blair-Bell 
and Datnow, but no details were stated. 

PROFESSOR CHISHOLM said he had never seen a strictly comparable case. 

Dr. Datnow (Liverpool) referred to 3 cases he had reported with the late 
Professor Blair-Bell. He thought the occurrence of such cases justified the 
more frequent use of laparotomy after the completion of radium treatment 
of carcinoma cervicis. 

Dr. C. H. Watsu (Liverpool) described a case he had under his care of 
generalized peritoneal and ovarian metastases complicating cancer of the 
cervix. 


Mr. Percy Matpas (Liverpool) described 
A MopIFICaTION OF THE ANTERIOR COLPORRHAPHY TECHNIQUE. 


The speaker introduced the description of the technique by discussing one 
of the general principles of plastic surgery of which the anterior colporrhaphy 
operation is one instance. This is the rule that when tissues are to be re- 
paired the parts should be sewn together while they already lie in the 
position which they are meant to occupy. In the case of repair of the 
vagina and the uterine supports, observance of this rule is hampered by the 
difficulties of access, and in most techniques the rule is circumvented by 
various devices, such as leaving sutures untied until the end of the opera- 
tion, insistence upon suture of the higher end of the incision first, the adop- 
tion of various modifications of the normal anatomy of the parts, as for 
instance by forward displacement of the biadder and the peritoneum of the 
utero-vesical pouch. For the most course, these methods have proved satis- 
factory, and perhaps the only cases in which they prove disappointing are 
cases of high cystocele associated with marked retroversion. On the other 
hand, it does seem desirable if possible to adhere to the principle of suture 
in situ. In the case of the anterior colporrhaphy operation this entails an 
intravaginal technique, and the procedure described is an attempt at this. 

The technique is, so far as possible, an intravaginal technique in which 
the uterus and bladder are held in their final positions from the start to the 
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finish of the operation. This is not completely possible when the sutures re- 
attaching the vaginal mucosa to the cervix are being inserted, and at this 
step the cervix must be pulled down while they are passed, although it may 
be parted before they are tied. 

The cervix is grasped and drawn down in the usual way, and the extent 
of the prolapse, the size of the cystocele are determined, and an estimate 
made of the amount of redundance of the vaginal walls. In order to judge 
how much vaginal wall should be removed, the vaginal incisions should be 
made while the cervix is pushed upwards and backwards. If the cervix is 
to be removed as well, the customary incision encircling the cervix is then 
made. The cervix is removed, and the sutures re-fashioning the external os 
are inserted and tied with the cervix held high up in the vagina. 

The next step is the most important in the technique. As soon as the 
external os is refashioned, the anterior suture on the cervix is cut short and 
the short ends of the suture grasped with forceps. By pushing these forceps 
upwards and backwards, the assistant elevates the uterus until the vagina 
is the right length and the uterus is in a normal position for him to maintain 
the backward displacement of the cervix throughout the subsequent steps. 

A retracting stitch placed on the vaginal walls enables the flaps to be 
held aside. The upward displacement of the cervix into its desired and 
final position puts the pubo-cervical fascia on the stretch. A stitch is inserted 
drawing this fascia in two places, the first just in front of the cervix, the 
second at its lower end. If these sutures are cut short and the short ends 
held with forceps, the assistant can thus put a longitudinal strain on the 
fascia. The intermediate sutures in the pubo-cervical fascia are then inserted. 

The final stage of the operation consists in the approximation of the 
vaginal flaps. The cervix is again grasped, and interrupted stitches are 
inserted intravaginally from above downwards while the cervix is still 
held upwards and backwards. As in the usual technique, these stitches 
pick up the submucous fibrous tissue as well as the vaginal skin. All the 
stitches, except those re-fashioning the external os, are inserted while the 
uterus is held in its final position. At the end of the operation the uterus 
will be found anteverted and the vagina long. 

The main difficulty in the operation is the insertion of the sutures. The 
speaker found it best to insert them with a small fully curved needle held 
on a light pattern needle-holder. 

Mr. NEwTon (Manchester) said he had often used a similar technique, 
using a bent sound to hold the uterus. He thought the main difficulty was 
making the anterior colporrhaphy tight enough by this method. It was 
important to insert some sutures into the anterior surface of the uterus. 

PROFESSOR MILEs PHILLIPS congratulated the speaker in emphasizing one 
of the underlying principles of vaginal plastic surgery. 

Dr. J. H. WILtetr (Liverpool) thought the operation would be difficult 
in very large cystoceles. It is easily possible to overdo the fixation of the 
uterus, and further experience with the technique was necessary. 

PROFESSOR LEYLAND ROBINSON said that the technique described by the 
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speaker seemed to be unnecessarily difficult, particularly in view of the 
satisfactory results obtained by the older techniques. 

Dr. J. W. Burns (Liverpool) also drew attention to the apparent diffi- 
culty of the operation. 

In reply, Mr. Mapas said he had perhaps overstressed the difficulty of 
the technique. The paper was not a criticism of the results obtained by 
skilled operators with the older techniques, but an attempt to reduce the 
technique to first principles. He agreed with Professor Robinson that the 
deliberate holding of the stitches in the pubo-cervical fascia might not be 
necessary. 


DECEMBER, 1938. 


A meeting of the North of England Obstetrical and Gynaecological 
Society was held in Sheffield on December 16th, 1938, when Professor John 
Chisholm gave his presidential address : 


A Hospirat BuILper. 


PROFESSOR CHISHOLM devoted his paper to a description of the life and 
activities of Dr. William Aveling, one of the founders of the Jessop Hospital 
for Women in Sheffield. Aveling was the moving spirit in the establishment 
of the hospital. He was a man of considerable parts, he was not only successful 
in building up a large private practice, but he found time to develop the 
study of medieval archaeology. In search of fresh fields he later moved to 
London, and there, finding no suitable vacancy on any hospital staff, he 
was instrumental in founding the Chelsea Hospital for Women, where the 
rest of his professional life was passed. Although Aveling’s name is now 
best remembered by the repositor which he devised for uterine inversion, 
his activities were very general, and he ought rather to be remembered for 
his work in starting and editing the Obstetrical Journal, and for his share in 
the development of standards of practice and teaching of midwives, whose 
status he did more than most to elevate. 

The President was thanked for his paper, and congratulated on the success 
of his year of office by Mr. J. E. Stacey (Sheffield), Mr. Lacy (Manchester), 
Miss RutH NIcHOLson (Liverpool), and Mr. WILLIAM GouGu (Leeds). 


Mr. STANLEY WRIGHT described a case of 
NAEGELE’S PELVIS. 


So far as we are aware, no case of Naegele’s pelvis has been reported to 
this Society since 1936. The rarity of this condition prompted him to pre- 
sent this case which occurred at his hospital in March, 1936. The patient 
was pregnant for the second time, and was aged 27 years. Her first child was 
born dead at the seventh month after an instrumental delivery after being 
two days in labour, six years previously. Labour began, and she sent for her 
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nurse at 6 o’clock the following morning. The midwife examined her vagin- 
ally, and sent for her doctor. He arrived at 9.30 a.m.; the membranes were 
rupturing at the time of his arrival, with prolapse of the cord, which was 
not pulsating. The doctor unsuccessfully applied the forceps five times, 
and telephoned Mr. Wright at 12.30 p.m. 

The patient was admitted in a poor condition, having almost continuous 
strong pains. The uterus was at term, but in a state of great irritability, so 
that the foetal parts could not be made out. The greater part of the head 
was felt above the pubes, and there was a small but definite retraction ring 
to be palpated. He found a narrow pubic arch, but posteriorly there was 
ample room for the head to pass, although the perineum was much scarred 
from the previous confinement. The cavity seemed adequate, but there 
appeared to be some flattening of the right pelvic wall. The head was firmly 
wedged in the brim with the occiput to the left and posteriorly, while a huge 
caput projecting into the middle pelvic strait gave the impression that the 
head was much lower than it actually was. Owing to the presence of the 
retraction ring he was unwilling to disengage the head and rotate it, and as 
the child was already dead from the prolapsed cord, he performed cranio- 
tomy and delivered the baby after performing a central episiotomy. Apart 
from the fact that the perineum broke down, the puerperium was uneventful 
after she had recovered from the initial shock. 

On the eighteenth day of the puerperium he had the patient X-rayed, a 
procedure which he always thought advisable when delivery has been diffi- 
cult. He took a pelvigram by means of a centimetre grid, and was sur- 
prised to find an oblique contraction of the brim, which he had failed to 


observe at the time of delivery. As there was no apparent deformity of the 
patient’s body, he had the sacro-iliac region and lumbar spine X-rayed. The 
X-ray reports were as follows: 


Pelvigram: the antero-posterior diameter measures 10 centimetres; the 
transverse diameter 9 centimetres. The pelvis is contracted, with deformity 
of the brim. Examination of the sacro-iliac joints shows considerable loss 
of joint space, with commencing ankylosis, bony ankylosis being complete 
in the lower part of the right joint. Old-standing arthritis of these joints 
is present. There is slight lumbar scoliosis but no changes in the vertebrae. 
The left oblique diameter measures 9 centimetres, the right oblique diameter 
11 centimetres. The following measurements were subsequently recorded: 
interspinous 10% inches, intercristal 1114 inches, external conjugate 7 inches, 
posterior interspinous 314 inches, posterior superior spine to symphysis pubis, 
right 7% inches, left 634 inches; fifth lumbar spine to anterior superior spine, 
right 6'; inches, left 6 inches. The intertuberous diameter was reduced to 
about 234 inches, but was compensated for by a long posterior sagittal 
diameter. 

There was nothing in the outward appearance of the patient to indicate 
any serious pelvic deformity. She was of average height and build, and her 
gait was normal. There was no lateral tilt of the pelvis. There was, how- 
ever, a small but readily palpable prominence on the right side over the 
right posterior superior spine of the ilium. When he later examined her 
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vaginally, aware of the serious deformity present, he then observed that 
there was marked flattening of the right wall of the pelvic cavity as com- 
pared with the left. The promontory was not palpable, and the sacrum 
was apparently normal. The iliac spines were not prominent on either side. 
He had gone most carefully into the patient’s history, but could find no 
evidence of her ‘having suffered from anything beyond childish ailments. 
She walked at an early age, and had always been healthy. 

This type of pelvis was first described by Naegele in 1803. Williams gives 
the following as features of the condition. The sacral ala on one side is 
normal, while the other is lacking or imperfectly developed. There is a 
synostosis between the sacrum and the innominate bone on the affected 
side. The innominate bone is pushed upwards, backwards, and inwards 
from the acetablum, to bring the crest higher than that of the unaffected 
side. The iliopectineal line is straightened on the affected side, while on the 
other side it is more curved than usual. There is a narrowing of the sacro- 
sciatic notch on the affected side. The symphysis pubis is shifted towards 
the unaffected side. These changes bring about the oblique contraction of 
the pelvis, giving an ovate brim, while the cavity and the outlet also partici- 
pate in the deformity. There are thought to be two modes of production. 
(1). There may be a primary developmentary defect in the sacrum with 
secondary synostosis. (2). The synostosis may be due to inflammatory pro- 
cesses in the sacro-iliac joint which cause destruction of the sacral ala. This 
case would seem to be of this type, although evidence is lacking in the 
history. The diagnosis may present difficulty unless there is a limp, obvious 
deformity, or history of trouble at the sacro-iliac joints. 

The customary measurements indicate a justominor pelvis. 

Naegele suggested certain measurements which should be taken in a 
suspected case, most of which are difficult to take owing to the uncertainty 
of accurately defining the anatomical points he mentions. Two which may 
be taken are (1) the anterior superior spine of one side to the opposite posterior 
superior spine; (2) the spine of the fifth lumbar vertebra to the anterior 
superior spine. A difference of more than 1 centimetre is said to indicate 
an obliquely contracted pelvis. In this case the patient has been examined 
vaginally by at least two doctors, and the condition had escaped notice until 
she was X-rayed. To his mind, the most likely method of detecting the 
condition in the absence of gross deformity was to perform a routine skia- 
gram in all cases in which any asymmetry of the pelvis was suspected on 
vaginal examination, and in all cases which had a previous history of serious 
dystocia. 

Mr. Gtyn Davies (Sheffield) thought the lesion more common than was 
usually supposed. 

Mr. FRANK STABLER (Newcastle) and MR. JEFFcoATE (Liverpool) ques- 
tioned whether the case was really one of Naegele’s pelvis in view of the 
normal appearance of the sacral alae. 

In reply, Mr. Wricut pointed that the case illustrated one of the ways 
in which the deformity arose, namely by sacro-iliac synostosis. Lateral films 
showed no subluxation. 
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THE EDINBURGH OBSTETRICAL SOCIETY. 


At a meeting of the above Society, held on 8th February, 1939, with 
the President, Professor R. W. Johnstone, in the chair, 


Mr. ALEcK W. Bourne read a paper on 
SoME SocraAL ASPECTS OF ABORTION. 


After sketching the historical development of present ideas on the ques- 
tion of abortion, especially the growth of the Christian view, Mr. Aleck 
Bourne went on to describe the influence which moulded opinion to-day. 
It was probable that the teaching of the Church was no less strong than 
formerly within the circle of its adherents, but most people would agree 
that the radius of the circle was diminishing, and that therefore there was 
not the same sense of moral guilt as when the teaching of the Church was 
accepted without question. Not only was the influence of the Church 
waning, but there was a corresponding increase in the desire for pleasure 
and indulgence of self. Women wanted more liberty and freedom from the 
restraints imposed on them by reproduction, and, therefore, pregnancy after 
the first or second child was unwanted. 

This was followed by a reduction in the sense of reproductive duty in- 
stilled into women for generations, while the decay in religious feeling was 
removing the sense of guilt. The capacity for so-called pleasure had in- 
creased, and when a baby conflicted with the enjoyment of what was 
called a good time, parents so often could not see that by the sacrifice 
of the present baby on the altar of a good time, they were also sacrificing 
the future interest, happiness, and even protection which this baby might 
afford twenty years hence. 

Other factors which discouraged multiple child-bearing were the econo- 
mic difficulties largely caused by the petty snobbery of social comparisons, 
small flats and houses, lack of adequate domestic help and universal creche 
systems, the threat of war, and stress of unemployment. The problem of 
abortion was linked with that of contraception. If the latter was recog- 
nized and encouraged apart from medical sanction, it was an easy, if falla- 
cious logic, to reason that, if the conception was the result of a failure of 
technique which was not wrong, then the destruction of the result of the 
failure was also not wrong. 

What of the future? Few people realized that the future of all repro- 
ductive problems would be dominated by the threatened disaster of a falling 
population. Where moral persuasion failed coercive legislation would ensure 
every effort towards increasing the number of births. Many still did not 
realize the extent of the economic distress which would inevitably follow a 
decline in numbers. When the State woke up to this and the increasing 
difficulties of defence, the twin questions of contraception and abortion 
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would be considered under the stress of immediate and pressing need. The 
present law covered most of the ground that could be asked of it, except 
the single example of child pregnancy following rape and incest, but it 
was imperative that its operation should be tightened. Illegal commercial 
abortion should be sought more rigorously, and much so-called therapeutic 
abortion performed for spurious medical indications must be suppressed by 
a system of secret notification, semi-official consultation, or other method 
which would be adopted after careful debate. 

How might the prevalence of the illegal operation be reduced? It must 
be conceded that the bulk of all normal women wish to have children. If, 
therefore, there was so great a desire to avoid childbirth the reasons which 
made it difficult must be abolished. For example, the stigma of illegiti- 
macy must be softened or abolished, housing should be sufficiently commo- 
dious to make it possible to rear a family in comfort, domestic help should 
be recognized by the State as an essential of social life, and so organized 
as to be as readily available as any other necessary service, the creche facili- 
ties should be made widely available, and greater reliefs of taxation affor- 
ded for the larger families. 

They should not press for any extension of the law to render 
abortion easier, except in the specific instance already mentioned, but 
tighten its application against commercial abortion, and extend the medical 
field of indications to cover a number of examples of unfitness to endure 
childbearing, which were difficult to define by the name of a disease, but 
which were known to all who practised medicine. By a system of notifica- 
tion or semi-official consultation, such true therapeutic abortions would be 
relieved of all suspicion, and uncertainty of legal disapproval. 








THE ROYAL ACADEMY OF MEDICINE IN IRELAND. 


A meeting of the Section of Obstetrics of the Royal Academy of Medi- 
cine in Ireland was held on the 25th November, 1938. Dr. J. S. Quin, the 
president, was in the chair. 


Dr. J. B. FLEMING showed 
A RETRACTOR, WITH SUCTION APPARATUS ATTACHED 


which had been made to his specifications by Messrs. Fannin, Dublin. This 
had been tried at the Rotunda Hospital, Dublin, and Dr. Fleming said they 
had found it a distinct improvement on the plain type of retractor previ- 
ously used. His retractor was a modification of Doyen’s, and incorporated 
a suction apparatus. Its special use was in lower segment Caesarean section, 
and Dr. Fleming emphasized its efficiency in keeping the opeiation field free 
from liquor amnii. 


Dr. J. A. J. BiytH, introduced by Dr. Davidson, showed 
A CHLOROFORM INHALER 


which he had invented and which had been made for him by Messrs. Charles 
King, of London. Many attempts to adopt chloroform as a safe analgesic 
had been made, the latest of which, the capsule, was, however, very expen- 
sive, especially in dealing with a large number of cases. This inhaler 
allowed 20 minims to flow out at a time, through two pieces of gauze. No 
more could flow out until the reservoir had been refilled, therefore a dan- 
gerous dose could not be given. Through the courtesy of the Master he had 
been allowed to try it in the Rotunda Hospital, and it was considered to 
work just as well as the capsule. 

The President said that as a convinced advocate of chloroform he was 
very gratified to hear Dr. Blyth’s opening remark in regard to the value 
of chloroform in midwifery. He thought Dr. Blyth was to be congratulated 
on his ingenuity in perfecting such an extremely neat and adequate device 
for protecting the patient against the over enthusiastic user of chloro- 
form. He hoped it would do something to bring back chloroform to the 
position which he felt it ought to occupy in midwifery to-day. 

The Master of the Rotunda Hospital said that Dr. Fleming had not 
mentioned the chief use of his retractor, which was to take away blood. 
Cases in labour for a long time had a good deal of congestion of the lower 
segment, and bled a great deal. He thought that Dr. Blyth’s inhaler was 
a very good instrument and a wonderful piece of work. It had the advan- 
tage of being almost fool-proof, and a very definite advance on the capsule. 
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Dr. Edward Solomons asked if Dr. Fleming had found that his retrac. 
tor interfered with the pushing down of the bladder; did the suction pro- 
duced interfere with that in any way? 

The Master of the Rotunda Hospital said he would not like to pass 
judgment on either of these instruments without giving them a trial. Suc- 
tion was very important in doing Caesarean section, but he thought that 
the tube of Dr. Fleming’s retractor was too small, could get blocked with 
blood-clot, and would be very difficult to clean. He congratulated Dr. 
Blyth on his inhaler, which he thought might have a future. 


Dr. NINIAN FALKINER gave a résumé of 
RECENT RESEARCH WORK ON THE PLACENTAL CIRCULATION. 


Dr. Falkiner introduced his subject by an account of the recent work that 
has been carried out by Rudolph Spanner. He alluded to Spanner’s descrip- 
tion of the vessels in the gravid uterus, particularly the utero-placental 
arteries. Spanner’s interpretation of the structure of the placenta and the 
direction of the maternal blood-stream was demonstrated by means of 
Spanner’s illustrations. 

Dr. Falkiner then showed various preparations made from uteri which 
had been injected with gelatin carmine through the uterine arteries. The 
arterioles, and venous capillary networks in the endometrium, were demon- 
strated by microphotographs. Amongst other specimens, Dr. Falkiner 
showed a uterus which had been removed at Caesarean hysterectomy. In 
this specimen injection had been carried out through the uterine arteries. 
The placenta having remained in situ, the utero-placental arteries, their 
communication with the intervillous space, the sub-chorial blood space, and 
the marginal sinus were well shown. 

The President said he was sure the members of the Section would be 
unanimous in their agreement that it had been a great many years since 
they had had the pleasure and privilege of hearing and seeing such a 
complete and thorough piece of original work. Dr. Falkiner was to be 
congratulated on this work and on his perseverance in continuing to do it. 
It was obvious from what he had omitted to say that the investigation of 
the villous tree had taken a great deal of time and work. When his further 
investigations had succeeded to his own satisfaction, he was sure they would 
have another piece of work as complete and consistent as this one. 

Professor J. Kay Jamieson said the whole matter had been put before 
them with great clarity. It was very well known that the construction and 
constitution of the placenta is a very complicated affair. It had taken 
about a hundred years to approach elucidation. The difficulty, which they 
must remember, was that there were two vascular systems, and that the 
placenta had to be considered in three dimensions, not by means of diagrams 
and sections. He thought it required consideration in what he might call 
the applied sense. He did not regard the distribution of the foetal tree as 
a matter which presented much difficulty, but here they had an arrange- 
ment of the maternal circulation which must have a bearing on the function 
of the placenta and a clinical bearing on the pathology. It seemed to him 
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that there was no great difference between the uterine mucosa and other 
mucosa except that there was an artfulness in its structure to enable it to 
play its part when it was invaded by the embryo. What he would like to 
hear stated was the advantage of having that central entrance of arteries 
and the peripheral exit of veins. It was quite clear that it was a piece of 
construction they might have invented if they had set themselves to do it. 
They had the blood collected on the surface of the placenta sent into the 
circular sinus and back more peripherally into the veins. It was in con- 
sideration of the usefulness of that arrangement that his particular interest 
lay. 

Professor J. Bronte Gatenby said he would first like to correct the 
impression given by Dr. Falkiner that the work had been done under his 
direction. He assured'them that that had not been the case. The subject 
was absolutely new to him. He had learnt a tremendous amount in watch- 
ing the progress of the work in examining the sections. Previously placenta- 
tion was to him a rather nasty mess on a slide. Professor Jamieson had 
said it was very clear. It was not very clear to him. He must say he 
had found the greatest difficulty in following the interpretations of Dr. Fal- 
kiner and Professor Spanner, Dr. Falkiner’s contribution was of the greatest 
value both from the academic and from the practical point of view. He 
congratulated him on his work, and hoped that he would be able to con- 
tinue his investigations with regard to the various relations which exist 
between the foetal and maternal circulations. 

The Master of the Rotunda Hospital said he would like to join in 
congratulating Dr. Falkiner on a very fine piece of work. He would like 
to call attention to a few practical facts that his exposition might call to 
mind. He believed it was the case that the circular sinus collected the 
blood from the placenta and returned it to the uterine veins. That would 
rather upset one’s ideas that the whole centre is a bleeding mass—appar- 
ently it is not, it bleeds only from its edge. In placenta praevia a little 
separation mattered as much as a big separation. Secondly, it also indicated 
why a partially separated placenta would bleed while a completely separ- 
ated placenta would not. He would like to know if Dr. Falkiner could 
suggest why, when one injected the cord with saline for delay in the third 
stage of labour, in 4o per cent of cases the placenta separated? Would 
his knowledge tell them why an injection of saline should do that? He 
would also like to hear an explanation of the method of separation of 
the placenta. 

Dr. W. R. F. Collis said that the paper marked a milestone in Irish 
medicine, as it was the first paper that had come to them with the help 
of the Irish Medical Research Council. It opened a very big field for 
further research. Irish medicine, especially in midwifery, had been second 
to none in the world, but up to date it had not produced very much 
original work. This paper opened up a large number of subjects, which, if 
there were opportunity, could be further explored. There was the ques- 
tion of the transmission of toxins and bacteria from the maternal circula- 
tion. A number of cases had been observed recently in which eclampsia in 
the mother had been followed by an almost similar condition in the baby. 
What was less understandable was that bacteria should pass through. Pyel- 
itis was very common in babies in the first few days of life, associated with 
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a definite infection with bacilli coli. It was different at this age in that it 
occurred more frequently in male infants than in female. At other ages 
it was more common in females. How did the bacilli reach the baby if 
they did not come from the maternal circulation? He suggested it was 
quite possible that this tended to occur when the mother had pyelitis. 
Dr. Falkiner’s paper undoubtedly opened up a field for investigation not 
only in that particular line but in the whole question of the transmission 
of disease. He would like to ask Dr. Falkiner whether he knew anything 
about the transmission of organisms to the infant through the placental 
circulation. 

Replying to Professor Jamieson, Dr. Falkiner said that the great diffi- 
culty in accepting Spanner’s interpretation of the direction of the flow of 
the maternal blood was to link it up with the early stages of placentation, 
because in the young decidua myriads of arterioles and small veins com- 
municate with the intervillous space yet at term all the venous communi- 
cations, on Spanner’s view, are limited to the periphery of the placental 
site. In reply to the Master of the Rotunda Hospital, first of all with re- 
gard to post-partum haemorrhage, it would seem that the atonic haemor- 
rhage after separation of the placenta but when the placenta still remained 
partially attached, could come from two sources—the venous sinus com- 
municating with the uterine cavity due to the separation of the margin of 
the placenta, and the arterial bleeding from the utero-placental arteries. In 
atonic post-partum haemorrhage after complete separation of the placenta 
it was unlikely that the bleeding was venous but much more probable that 
it was completely arterial in character. To illustrate this, the observer 
should note what occurred at Caesarean section. In making the incision 
the superficial sinuses will bleed, but when the incision is completed, the 
foetus removed and the placenta delivered, these sinuses cease to bleed 
except in cases of complete absence of retraction when one can imagine the 
bleeding to be due to back pressure from the uterine veins. In other 
words, with a normal amount of contraction and retraction after the third 
stage of labour is completed the placental circulation is completely inter- 
rupted and haemorrhage from the veins draining that circulation cannot 
occur. Dr. Davidson mentioned the severe haemorrhage associated with 
partial separation of the placenta in placenta praevia. The blood pours 
out from the circular sinus and the maternal veins communicating with 
the circular sinus. The natural factors which control such haemorrhage 
are difficult to envisage: because, as long as the contents of the uterus are 
unchanged in mass, efficient contraction of the uterus can hardly be the 
main factor. The probable explanation of cessation of haemorrhage is that 
it is due to thrombosis which probably blocks the venous openings in the 
uterine wall as well as partially obliterating the circular sinus. With regard 
to the explanation of the success of the injection of saline into the umbilical 
vein in hastening the separation of the placenta for delay in the third stage 
of labour, Dr. Falkiner considered that such an injection was carried out 
with sufficient speed and pressure to rupture the large tributaries of the 
umbilical vein, situated as they were in that part of the decidua where 
the villous trunks were attached. This would immediately result in the main 
attachments of the placenta to the decidua being divided with resulting com- 
plete separation of the placenta. Dr. Collis had mentioned the question of 
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the Irish Medical Research Council, and he hoped that their grants would 
produce many communications in the Obstetrical Section and in other sec- 
tions of the Academy. The bacillus coli reached the foetus through the 
placenta; the bacilli must first invade the placenta itself. They could not 
go straight through. The foetus would get a type of secondary infection 
from a primary infection in the placenta. An infant could be born with 
congenital tuberculosis, although it was very rare. 


Dr. O’DoONEL BROWNE read a review of 
THE INCIDENCE OF DYSMENORRHOEA IN GENERAL. 


He pointed out that no present-day authorities appeared to regard the 
ovary as a potential source of the trouble. In continuation he emphasized 
that some years ago the ovary was probably regarded too seriously in this 
respect, but that the pendulum appeared to have swung too far in the 
opposite direction, and our views on dysmenorrhoea were now obscured by 
the too liberal classifications used entirely in a uterine sense. 

Dr. O’Donel Browne then reviewed the intrinsic and extrinsic ovarian 
nerve supply, pointing out the relations between the terminal nerve fila- 
ments within the ovary to the Graafian follicles and emphasizing that the 
ovarian nervous system was entirely separate from that of the uterus. He 
also dealt with the function of the ovarian nerves, and explained that the 
balance between the sympathetic and para-sympathetic fibres they con- 
tained determined the vascular state of the ovary in addition to being 
the afferent paths for painful stimuli originating within the ovary. 

He then quoted the evidence in favour of dysmenorrhoea’s often arising 
from the ovary, and discussed the lesions found in such ovaries, but made 
it clear that all gross ovarian lesions were not to be included in the present 
discussion. The views of ]’Hermitte and Dupont on the aetiology of sclero- 
cystic and other ovarian lesions causing pain were mentioned, and the 
miscroscopical pathology of these conditions outlined. 

From the clinical aspect, Dr. O’Donel Browne dealt with the generally 
accepted symptomatology of ovarian pain and the paths of its reference 
emphasizing the diversity of its manifestations and the necessity for regard- 
ing it as very often bilateral in distribution. He then dealt with his own 
investigations in such cases, which, he believed, enabled detection of the 
majority of ovarian dysmenorrhoeas from those of uterine origin or even 
the recognition of the double element in certain cases in which ovarian 
and uterine dysmenorrhoea co-existed. 

He dealt with the treatment of dysmenorrhoea in detail, and pointed 
out that many failures must be due to unsuitable treatment. From his 
remarks, it also appeared that the hormonal treatment as used to-day can- 
not be of help in many cases for which it is tried. He then gave a brief 
outline of his technique and work on presacral sympathectomy and ovarian 
denervation. 

The President said that the difficulty of dealing with dysmenorrhoea 
was one which increased with advancing years. In the early days of one’s 
practice, when one firmly believed that all that one’s teachers and the text- 
books taught, one was confident of curing dysmenorrhoea of all types by 
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the simple operation of dilatation and curettage. That produced a certain 
number of failures, and one lost faith not only in oneself but in one’s 
teachers. Then one realized that there were conditions for which no single 
satisfactory treatment has yet been devised. Dr. Browne had pointed out 
the extreme difficulty of dividing the various types of dysmenorrhoea into 
those which were uterine, tubal, or ovarian. He spoke of the influence 
of hormonal treatment both in dysmenorrhoea of uterine and of ovarian 
origin, and he would like some further information in regard to that. His 
experience had not been satisfactory. He often found that the result was 
good during the first month he administered follicular hormone, not so good 
during the second month, and worse during the third month. Dr. Browne 
referred to the possibility of pain in the left iliac fossa having ovarian origin. 
He thought such pain was much more probably due to a loaded colon. The 
benefit of exercise had not been given sufficient trial in this country. In 
factories where a great number of girls is employed great loss was incurred 
through incapacity for work during the menstrual periods. In the factory 
system as adopted by Messrs. Cadbury great benefit was reaped from the 
exercises devised by Dr. Margaret Clow, which brought about improved 
muscle-tone and improved circulation. 

Dr. Ninian Falkiner asked why Dr. Browne called the pain dysmenor- 
rhoea when it occurred before the onset of menstruation. He thought that 
if an ovary, which was normal in structure, was being blamed for the 
pain, the physiological changes in the ovary must be considered. If pain 
arose at that time it must be due to the haemorrhage in the corpus luteum 
which occurred just before menstruation started. With regard to his opera- 
tion of depriving the ovary of its blood-supply from the ovarian arteries, 
it might interest him to know that in a case of injection of a uterus through 
the uterine artery the injected material ran right up into the ovary and 
could be demonstrated in the small vessels on the surface of the corpus 
luteum. 

Dr. R. M. Corbet said ovarian pain was very mysterious, and he did 
not understand it at all. He had had some cases which were, to his mind, 
of extraordinary interest from the point of view of pain arising in an ovary 
which was almost normal. One patient who had dyspareunia up to the 
birth of her baby four years previously, was suffering from sterility. When 
he examined her uterus bimanually and moved the uterus in any direc- 
tion she bitterly complained of pain. The examination suggested to him 
that the pelvis was very largely occupied by the remains of inflammation. 
He treated the patient with hormones, and refused at first to open the 
abdomen. She then developed a most accurate mittelschmerz. About two 
o’clock in the morning she would get an extremely sharp pain, which 
would last for a comparatively short time, half an hour to an hour. The 
following week she would menstruate. Finally he opened the abdomen 
and found to his horror a perfectly normal pelvis with no sign of inflam- 
mation whatever. There was a small luteal cyst in the right ovary. He 
removed the cyst. The patient lost her dysmenorrhoea, her dyspareunia, 
her uterus could be moved in any direction without pain, and she _ be- 
came pregnant in six months. Why? Again, in another case, he had 
found a normal ovary with three small adhesions. He had divided the 
adhesions, and the pain disappeared. The’ ovaries of another patient, 
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whom he had seen for sterility, were buried in a mass of adhesions, and 
she had not had dysmenorrhoea. 

Dr. A. W. Spain asked if Dr. Browne would describe the technique 
adopted by l’Hermitte and Dupont in cutting the nerve-supply from the 
ovaries. 

Dr. Gibbon FitzGibbon remarked on the absence of scar tissue in the 
ovaries of patients with dysmenorrhoea. 

Dr. J. F. Cunningham said it was interesting to see a subject introduced 
which had gone out of fashion in recent years. He had always doubted 
that such a thing as dysmenorrhoea existed apart from pathological condi- 
tions of the ovary. His doubts were now somewhat shaken. He felt they 
must be very careful how they interpreted these results. If a patient got 
pain from an otherwise healthy ovary it should be at the time of ovula- 
tion, but Dr. Browne referred to pain occurring about the time of menstrua- 
tion. Why should pain occur more frequently on the left side than on 
the right? He thought that at operation in these cases adhesions were found 
causing some pressure. It was not quite clear why a cure followed division 
of the infundibulo-pelvic ligaments. Cotte did not claim a very high 
percentage of cures in his operation. He thought it was important to 
remember that the nerve-supply of the ovaries always sent some branches 
to the Fallopian tubes. They knew that the tubes were very active at the 
time of ovulation and menstruation. Failure in operation might be due to 
the fact that the tubes were undergoing contraction and the pain might be 
caused in that way. 

Dr. O’Donel Browne, in reply, thanked the President and members of 
the Section for their very generous criticism of his communication, and said 
that the great interest they had displayed in the subject would stimulate 
him to further investigations. 

He agreed with the President that many cases of left-sided lower abdo- 
minal pain were relieved by thorough evacuation of the bowel, but empha- 
sized that all the cases he eventually subjected to operation had been care- 
fully prepared, and conditions such as hysteria, abnormalities of the urinary 
tract, had been excluded beforehand. The ovaries in all the women for 
whom he performed bilateral division of the infundibulo-pelvic ligaments, 
with a view to securing ovarian denervation, showed sclerotic changes. 
Sclerocystic disease predominated, and one cirrhotic ovary was found. 
Although he had originally entertained the doubts the President expressed 
as to the adequate blood-supply of the ovary following division of the ova- 
rian vessels proper, he was glad that his own experience agreed with that 
of other operators, and no ill-effects, either immediate or remote, had 
occurred. 

Dr. O’Donel Browne could not agree with Dr. Falkiner that a further 
name was necessary for the pre-menstrual pain occasioned by an ovary, 
and chose to term the condition ovarian dysmenorrhoea rather than to add 
a further name. He believed that the mittelschmerz and the pre-menstrual 
discomforts arising from the ovary were due to a combination of two factors, 
the congestion present in an ovary at both these times with the coincident 
nerve degeneration. In this way the threshold for ovarian pain was lowered. 
He believed that both ovulation and menstruation would be almost painless 
if the necessary nerves were normal. This also explained that whilst many 
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cystic ovaries did not cause pain, those in association with or secondary 
to ovarian nerve lesions did give rise to discomfort. 

Dr. FitzGibbon suggested the possibility of spasmodic uterine dysmenor- 
rhoea becoming apparent for the first time about eighteen years of age, 
and later other symptoms developing as evidence of ovarian involvement. 
Dr. O’Donel Browne agreed with this, but could not agree that the regurgi- 
tation of menstrual debris through the Fallopian tubes was the determining 
factor of ovarian sclerocystic changes in such cases. Tubal regurgitation 
did not ordinarily occur, unless the uterus was both retroverted and retro- 
flexed. Whilst these abnormalities were the exception rather than the rule, 
in such patients, he thought it far more likely that the neurogenic factor 
was predominant and that the ovarian sclerocystic changes a secondary 
result. 

Dr. O’Donel Browne emphatically stated that, from the cases under 
review, dilatation of the cervix could not be expected to relieve the pre- 
menstrual pain. He had performed bilateral ovarian denervation on several 
occasions when dilatation had already failed to relieve the pain, and he 
found that denervation was successful when dilatation had failed. The old 
view that cervical stenosis was the cause of dysmenorrhoea was wrong. 


A meeting of the Section of Obstetrics of the Royal Academy of Medi- 
cine in Ireland was held in the Royal College of Physicians on Friday, 27th 
January, 1939. The president, Dr. J. S. QUIN, was in the chair. 


THE MASTER OF THE COOMBE HosPITaL read a paper on 


A CASE OF ABDOMINAL PREGNANCY AT TERM. 


Dr. R. M. Corbet detailed the clinical history of a patient, who, in 
May 1938, was admitted to hospital with a supposed pregnancy of about 
36 weeks. A tumour was found in the pouch of Douglas, and the uterus 
was found to be empty. On opening the abdomen a foetus weighing 5 
pounds was removed from the abdominal cavity, but it was not possible to 
say from which side the pregnancy had arisen. It was found impossible 
to remove the sac which was plugged with gauze to control haemorrhage. 
The patient made a satisfactory recovery, and has had four menstrual 
periods since discharge from hospital. 

The President said that the diagnosis of abdominal pregnancy was one 
which always caused a great deal of difficulty. He had seen five or six 
cases within a period of three or four months, and at the end of three 
months felt that he could diagnose them. He remembered one case on 
which the students from the three Dublin medical schools had been exam- 
ined over a period of three weeks. Their examiners had previously seen 
the case which had already been seen by the then Master of the Rotunda 
Hospital, and in this case it was not until labour was being induced for 
a supposedly dead foetus that it was found that a bougie would enter the 
uterus only to the depth of an inch and a half. The placenta was adherent 
to the pelvis, and Douglas’s pouch, and it was possible to tie both the 
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uterine arteries before removal of the foetus was attempted. His feeling 
was that no one person was really good enough at treating these cases to 
have any standard method of dealing with them. Every case had to be 
tackled on its own merits, and one had to be prepared to deal with emer- 
gencies as they arose. 

The Master of the National Maternity Hospital said he had had four 
of these cases under his care during the first three years he had been master 
of the hospital, and since then he had not seen a case at all. These cases 
were extremely infrequent, and were difficult to diagnose. It was not 
possible to lay down any definite treatment. In three of his four cases 
there had been a history of haemorrhage when the patients were about 
two months’ pregnant; and this suggested that they were cases of abor- 
tion. If the diagnosis was made before the foetus died, the patient had a 
better chance of recovery so far as infection was concerned. He had opera- 
ted only on one of his cases; the foetus was alive, and the mother and 
the baby both lived. The present case was even more complicated than 
these cases usually were because the haemorrhage had occurred in a very 
uncommon place. He would be inclined to open the sinuses, as he felt 
that there might be some tissue there which could be removed, and if 
this was so, the condition would clear up more quickly than it otherwise 
would. 

D. R. E. Tottenham showed some photographs of cases of abdominal 
pregnancy at term which had been under his care. 

Dr. D. F. Hanly said that this patient had been sent to him, and 
when he first saw her she was about 28 weeks’ pregnant. The sac was abso- 
lutely cemented in her abdomen. It sat right on top of the cervix. He 
thought that it was a normal pregnant uterus, with a tumour on the left 
side of the pelvis. The lump felt like an ovarian cyst. He sent the patient 
home to the country, and told her to come back to Dublin later on. This 
she did, and on this occasion immediately he saw her he sent her to Dr. 
Corbet. He had seen the patient a couple of days ago, and during the past 
to days she had developed a faecal fistula. 

Dr. Corbet thanked the members of the Obstetric Section for the in- 
terest they had shown in his case and for the appreciative remarks which 
they had made. He clearly recollected one of the cases to which the Presi- 
dent had referred, having, on two occasions as clinical clerk, performed 
external version, under an anaesthetic, on that particular patient. He 
congratulated Dr. Cunningham on his excellent results in having 75 per cent 
of successes in this very difficult type of case. 

He regretted to hear from Dr. Hanly that the patient had now developed 
a faecal fistula, but was somewhat solaced by the fact that this would give 
him the opportunity of calling a surgical colleague into consultation. 


THE MASTER OF THE ROTUNDA HOSPITAL read a paper on 
THE TREATMENT OF PLACENTA PRAEVIA, 


Dr. Davidson gave a statistical review of the results achieved by the 
Dublin Maternity Hospitals during the past five years in cases of placenta 
praevia. There wase 304 cases, with 19 maternal deaths, 5 of which were 
due to haemorrhage and 6 to sepsis. The number of cases infected by 
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anaerobic organisms and bacillus coli was high, suggesting that great care 
should be taken before intra-vaginal manipulations. Embolus, broncho- 
pneumonia, cardiac disease, and the anaesthetics account for the rest of the 
deaths. 

There were 161 foetal deaths, representing a mortality of 53 per cent. 
The treatment adopted in 179 cases was compression with the half-breech, 
105 deaths occurred in this series, a foetal mortality of 74 per cent. Wil- 
let’s forceps was used in 38 cases with 12 deaths, a foetal mortality of 
31 per cent. Caesarean section was performed in 24 cases with 1 foetal 
death. Puncture of the membranes was used in 36 cases with 6 foetal 
deaths. Plugging of the vagina was used in 11 cases with 5 foetal deaths; 
19 infants were born spontaneously with 2 foetal deaths. 

Of the infants lost 100 had reached a stage of maturity which entitled 
them to methods of treatment which aim at reducing the foetal mortality. 
The incidence of foetal abnormality was above the average, suggesting that 
X-rays should be used before resorting to Caesarean section. 

Vaginal examination should not be made before admission to hospital, 
and the more frequent use of blood-transfusion is advocated before the 
actual treatment is started. Post-partum haemorrhage should be guarded 
against in all cases. 

Version and the bringing down of a leg are invaluable in urgent cases. 
Their use should be greatly restricted in cases in which the mother is in 
good condition and the duration of the pregnancy is more than 34 weeks. 
In such cases puncture of the membranes is recommended for lateral, Wil- 
Iet’s forceps for marginal, and Caesarean section for central or partial cases. 

The President said that this was the first time that a presentation had 
been made *o the Section of the joint results from the three maternity hos- 
pitals. The Master of the Rotunda Hospital had given an admirable 
vésumé of the treatment and diagnosis of placenta praevia. The figures 
which he had brought before them were far from creditable, and ought to 
shake the complacency of the Dublin school—a school which was supposed 
to be the very home of midwifery. The Master of the Rotunda Hospital was 
to be congratulated on his handling of the material, and the masters of 
the other two hospitals were to be congratulated on having placed before 
him without reserve the results obtained in these cases in their respective 
hospitals in the past five years. He hoped that in another five years a 
further report on this subject would be brought before the Section, and 
that in it the figures would show a substantial improvement. It was inter- 
esting to note that one-third of the deaths arose from bleeding after the 
condition had been diagnosed. He felt that these cases were, in most 
circumstances, preventible. In a patient who was already bled practically 
white, a very very small amount of post-partum haemorrhage might be 
the deciding factor. He laid stress on the great amount of care which 
was necessary in these cases after delivery. Referring to attempts being 
made at diagnosis before the patient was sent to hospital, he said that 
anyone who attempted to examine a patient in whom placenta praevia 
was suspected in a casual way, without having at his disposal the means 
of dealing with any eventuality which might arise, was a potential mur- 
derer. He mentioned the installation of a blood storage bank at the Meath 
Hospital, and said that it was now always possible to obtain blood for 
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transfusions from it without having a donor. It had already proved a verit- 
able life-saving measure in many cases. The giving of this blood was no 
more complicated than was the giving of ordinary saline intravenously. 

The Master of the National Maternity Hospital said that the subject 
of placenta praevia was one of the greatest importance in any maternity 
hospital. There had been 19 deaths in Dublin in five years from placenta 
praevia, and most of these had been due to sepsis. The treatment of these 
cases before their admission to hospital accounted for a great many of the 
deaths from sepsis. The importance of not interfering with these patients 
before they were admitted to hospital could not be too strongly stressed. 
There was great room for improvement in the methods of diagnosis of 
placenta praevia. At present no method was really sufficiently accurate 
to be followed regularly. Many cases were admitted which, one felt, should 
be treated by Caesarean section. This was an operation which he thought 
should be done more frequently in placenta praevia, but so many of the 
patients were in such a very bad condition on admission that one could 
not think of doing it. In any case with a central placenta praevia, if the 
case was a clean one when the patient was first seen, then Caesarean section 
should certainly be done. In any case in which there was very severe 
bleeding and in which the diagnosis of placenta praevia was fairly certain, 
if the patient was in a condition to stand it, Caesarean section should be 
done. The use of vaginal plugging should be given up. Recently a 
patient had been admitted to hospital having had her vagina plugged on 
four occasions. The day following admission she was operated on, but she 
died 4 days later from acute sepsis. This was the result of treating her in 
her own home by plugging the vagina four times. So many of these 
cases came into hospital in such a very bad condition that it was impos- 
sible to pull them through no matter what methods of treatment were 
employed. He always condemned the giving of pituitrin in placenta 
praevia. He thought it was definitely dangerous. He did not like using 
pituitrin at all in haemorrhage of any kind, and thought there was such 
a thing as pituitary shock which should certainly be avoided. He classi- 
fied placenta praevia into central, partial, and marginal, as he thought 
that students got confused between marginal and lateral. He would like 
again to stress the great importance of immediately sending these cases to 
hospital without making any diagnosis. The diagnosis could be made in 
hospital. 

Dr. R. M. Corbet congratulated Professor Davidson on this excellent 
communication, and he agreed with him that the results in placenta praevia 
were unsatisfactory. He had always taken great interest in placenta prae- 
via since he had seen a case as a student. He had treated not less than 
66 cases of placenta praevia, with a maternal mortality of 3—that is, 4.5 
per cent. He did not regard that mortality as at all satisfactory. The first 
patient he had treated had died of post-partum haemorrhage, owing, to 
some extent, to a difference of opinion between two consultants as to 
whether the vagina should be plugged post-partum, or not. Three years 
later he had lost a case, owing to an unwise vaginal examination, a pro- 
cedure which all the speakers had universally condemned, at the end of 
the year 1937 he had been so unfortunate as to lose one from puerperal 
infection with staphylococcus aureus. 
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With regard to the results in the Coombe Hospital during his master- 
ship four patients had died. One, the patient mentioned above, from 
sepsis; one from pulmonary embolus after version, while labour was quietly 
progressing; one was, apparently, an anaesthetic death under ether; and 
one patient who had been admitted bleeding freely and suffering from 
broncho-pneumonia; she died from the latter complaint. The patient who 
died from sepsis was transfused. There was no particular blood-loss in the 
other three cases and they were not transfused. He agreed that trans- 
fusion was very important, could be a life-saving measure, and he hoped 
to overcome the difficulty of donors. 

He had performed Caesarean section in only 8 cases of placenta praevia; 
in 6 cases he had done the classical operation, and in 2 cases the lower 
segment operation. He thought that when the placenta was situated on 
the posterior uterine wall, the lower segment operation had merits. He 
had performed Caesarean section on a patient whose vagina had been twice 
plugged before admission to hospital. 

He performed Caesarean section chiefly for the sake of the mother, 
therefore, he would be prepared to perform it, in certain circumstances, 
if the baby were dead, an aspect of this treatment which is sometimes 
overlooked. 

He called attention to an analysis of 22,000 cases of placenta praevia 
by McKenzie in the American Journal of Obstetrics and Gynecology, 1937, 
Xxxlii; 11,000 of the patients were delivered by Caesarean section, with a 
mortality of 6.6 per cent; 11,000 were delivered per vaginam, with a mor- 
tality of 8 per cent, but in the vaginal deliveries many patients were 
delivered by methods upon which we look with disfavour. 

The reason that Willet’s forceps applied to the scalp produces a better 
infantile mortality than the half-breech and version, must be that the 
blood-supply is compressed to a lesser extent, that is, that the head is 
not so efficient a compressor as the half-breech; therefore, we must very 
carefully lay down the limits of the use of Willett’s forceps, lest the mater- 
nal mortality is increased. 

He thought that there was not a big difference in danger between 
central placenta praevia and marginal placenta praevia when a good deal 
of the os was covered. Indeed, the majority of fatal cases which he had 
seen had been cases of marginal placenta praevia. 

He again congratulated Professor Davidson and hoped that this stimula- 
tion would lead to an improvement in his own results. 

Dr. D. V. Morris referred to the first case of placenta praevia he had 
ever seen, which was when he was a student in the Coombe Hospital. He 
had passed his fingers through the placenta and membranes when there 
had been a gush of liquor amnii; he was afraid he had perforated the wall 
of the abdominal aorta instead of the placenta. He mentioned the great 
difficulty with which one was faced in connexion with these cases in hospital 
practice. The patients had been repeatedly examined by nurses and 
doctors before they were admitted and were often in a very bad state. 
He doubted the advisability of advising plugging the vagina in these cases. 
Very frequently the plugging was done so badly that it was really better 
not to do it at all. The thing which in his opinion would have the most 
remarkable results in the improvement of the treatment of placenta praevia 
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was the education of the public. It was so very important to get patients 
to go to hospital early, and not to have treatment anywhere but in hospi- 
tal. If this could be done he felt certain that it would result in a diminu- 
tion of the death-rate, both foetal and maternal. 

Dr. Bethel Solomons said that a paper recording the work of the three 
maternity hospitals of Dublin was a great advance on previous figures. 

He disliked the classification of placenta praevia as suggested by the 
essayist. He had always taught that the division into central, partial, and 
lateral was best. He saw no reason for the inclusion of marginal, as he 
found he could lay down definite lines of treatment according to the classi- 
fication stated above. He mentioned a case of twins and central placenta 
praevia at the seventh month. Dr. Solomons performed Caesarean section 
and the children were now about eight years old. He did not advocate 
Caesarean section as the usual treatment at this period of pregnancy, but 
this was an exceptional case in which the mother had lost the previous 
child. When Caesarean section was done the classical operation was the 
one of choice, for the placenta obtruded the view when the lower segment 
was chosen. 

He made a plea for the extended use of submanimary saline solution 
before manipulations. Saline was always available and blood was not. He 
had found it a life-saving procedure, and in his own series of 138 cases in 
hospital during his mastership with two deaths, none of the patients were 
given blood-transfusions, but nearly all had premedication with submam- 
mary saline solution. If blood was available it should be given, and blood- 
transfusion was an essential treatment for puerperal sepsis tollowing pla- 
centa praevia. Many lives had been saved during his mastership by this 
method, which must not be forgotten in these days of prontosil. 

When Willett’s forceps was used he advocated the long instrument 
which he had invented. He was entirely against the use of pituitary extract 
after version; he had seen one death from ruptured uterus following its use. 
He believed that with great care there should be no death from placenta 
praevia. 

The Master of the Rotunda Hospital, in replying, said he thought it 
would be advisable to try to establish a store of blood in all the hospitals, 
as had now been done in the Meath Hospital. He would like to classify 
placenta praevia into four grades: central, partial, marginal, and lateral. 
There was a very definite difference, so far as treatment was concerned, 
between marginal and lateral and between central and partial. One should 
discriminate between marginal and partial, and a marginal placenta praevia 
should never be called a lateral. Saline infusion should undoubtedly be 
used, but he was strongly of the opinion that blood-transfusions should 
also be used. There was too much complacency about the treatment of 
placenta praevia. People were too inclined to say that these cases came 
into hospital in such bad condition that nothing but good luck would save 
them. They were also too inclined to say that the majority of the babies 
were premature and, thereore, it did not matter at all about them. The 
chief thing was to try to save the life of the mother. He would like very 
strenuously to deny both these statements. In the reports of the three 
hospitals the remark was put after cases of placenta praevia ‘‘ patient in 
poor condition,’’ or ‘‘ patient in good condition.’’ In only 40 cases out of 
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300 was the remark ‘‘ patient in poor condition ’’—that is, in only 14 per 
cent. This meant that 70 per cent at least of these patients were in good 
condition when they were admitted. These patients nowadays did not 
require the use of Braxton Hicks’s version nearly so frequently as in the 
past. His opinion was that version should be avoided, if possible. Of 
the 161 lost babies 100 were not premature. A bigger effort should be 
made to save the lives of the infants in placenta praevia. Blood-trans- 
fusion was of the very greatest importance in cases of sepsis; every case of 
placenta praevia which was septic should be transfused. Plugging should 
be condemned. He had recently read a paper from Queen Charlotte’s Hos- 
pital in which the author had advocated plugging the vagina in every case 
as the one and only treatment for placenta praevia. This he could not 
understand at all, as in his opinion it was a form of treatment which should 
be condemned. Pituitrin shock was not likely to occur after a dose of 
1 cubic centimetre of pituitrin, but it was likely to occur if the dose was 
repeated. He thought that the indications for the use of Willett’s forceps 
were definite and were narrow. This instrument should only be used in 
cases in which there was a marginal or a low lateral placenta praevia. The 
maternal mortality from Caesarean section and from Braxton Hicks’s ver- 
sion was practically the same. 


Dr. R. E. TotTreNHAM read a paper on 
SOME EXPERIENCES IN THE TREATMENT OF UTERINE PROLAPSE. 


Dr. Tottenham gave his experience of 100 cases of prolapse. He 
obtained his best results not by using any one operation but by carefully 
choosing an operation with a view to curing the physical defects in the 
particular case. 

The occurrence of retroversion with prolapse merits attention. If the 
uterus is mobile colporrhaphy is sufficient. If it appears likely that the 
retroversion will persist after the colporrhaphy then some other operation 
should be used as well, or the results will be disappointing. The operation 
of vaginal suspension of the uterus gives good results and does not interfere 
with labour. In a middle-aged woman with a large cystocele, the inter- 
position operation is most satisfactory. If it is desirable to remove the 
uterus the Mayo operation should be employed. If post-operative haemor- 
rhage occurs from the soft tissue plugging will be sufficient, but if from the 
cervix it will be necessary to use sutures. 

The President said that he thought the tendency of late years had been 
to perform the Manchester operation as a routine 1n all cases of prolapse, 
and, on the whole, the results had been fairly good. He did not agree that 
vaginal suspension was a procedure to be carried out in women of all ages. 
If this was done during the child-bearing period a certain number of pos- 
terior developments would occur if the woman subsequently became preg- 
nant. When term was reached the cervix would be found to be well above 
the promontory of the sacrum, a condition which could be dealt with only 
by Caesarean section. 

Dr. Bethel Solomons said that the two types of case should be differ- 
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entiated, first: vaginal prolapse with marked retroflexion, which could be 
treated by vaginal repair followed by vaginal suspension of the uterus; the 
latter operation when propérly pertormed was safe in labour. Secondly, 
prolapse. The Manchester operation with shortening of the utero-sacral 
ligaments should be used instead of the classical procedure. This shorten- 
ing helped to keep the uterus forward. 

The Master of the Rotunda Hospital said that he believed in the Fother- 
gill operation, and never did anything but it for any type of prolapse. 
Referring to the feeling of fear that one might leave the uterus retro- 
verted he said that the best way to overcome this was to leave the uterus 
of such a length that it could not be retroverted. He greatly disliked 
vaginal suspension. and had not done it for a good many years. He pre- 
ferred Alexander Adams’s suspension for the purpose of bringing the uterus 
forward rather than vaginal suspension. 

Dr. Tottenham, in replying, said that he had done vaginal suspension 
in a good many patients who had afterwards become pregnant, and he had 
not had any trouble at all with them. The results obtained should be very 
little different from those obtained after the old-fashioned abdominal sus- 
pension. The patients became pregnant very shortly after the operation, 
and there was no trouble at all. He would not think of doing this operation 
in a case in which he felt certain that the uterus would remain anteverted. 

Dr. R. M. Corbet congratulated Dr. Tottenham on his interesting paper, 
and said that he was comparatively inexperienced in the treatment of pro- 
lapse, but he had been taught the vaginal suspension operation by Dr. Fitz- 
Gibbon. For complete prolapse he was much impressed by the results 
obtained by the Ward Mavo operations. He thought the instrument exhi- 
bited by Dr. Tottenham would be useful and enquired where it could 
be obtained. 
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